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The Research Dossier contains: the research log checklist, the Service 
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project and the Major Research Project (MRP)
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Problem Based Learning Task 
Reflective Account 1
Year 1 
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Introduction
The aim of this report is to provide a reflective log of a Problem Based 
Learning (PBL) task that was set at the beginning of clinical training. I hope 
to show what I have learned from the task and how this is reflected within 
my clinical experience to date.
The Problem
Almost immediately after beginning this course I was given the most 
ambiguous task of my experience so far! I was placed in a group with 
essentially eight strangers and told to do a presentation on 'the 
relationship to change'. This was all the information given for the task and 
I felt very apprehensive about how it would be possible for a newly formed 
group of different individuals to work together and complete such an 
unclear task within the short space of six weeks.
The Group Process
The first group session was the most daunting for me. The group began by 
discussing our own notions of change and what it meant for each of us. A 
natural comparison that was drawn upon was that of the change from 
assistant to trainee. Whilst discussing this I was filled with thoughts about 
my other fellow trainees and how I assumed they would all be much more 
experienced than me. Furthermore, the vagueness and ambiguity 
surrounding the task made me feel particularly unsafe and frustrated. I 
remember feeling utterly overwhelmed by the task, and I also thought that 
I made far less contribution than the other group members and thus I 
considered myself to be comparatively inadequate. During this first 
session I believed I was struggling purely with the task itself but I have also 
come to learn that I have a need to be liked by others and I now 
understand that this fed my fears and frustrations.
10
I returned to the second session quite anxious about what it would hold for 
both myself and the group. I remember presenting the notion of resistance 
to change and felt relieved by the groups' acceptance of my idea. This 
taught me to have confidence in my ideas and to not be afraid to speak up, 
which I have previously had difficulties doing. After session two and three I 
was feeling much more like we meshed as a group. I think this was partly 
because of everyone's instinctive respect for each other. This created a 
sense of comfort and belonging for me not only within my group but for 
whole cohort. It was also at this time that I was beginning to take pleasure 
in and benefit from the lack of boundaries and freedom associated with 
such an ambiguous task.
It was session four that struck me the most. Every group member was 
responsive and respectful of the ideas of others. As one may expect in a 
group of eight individuals all coming from different backgrounds and with 
different experience it seemed only natural that individual group members 
would have their own ideas and preferences. However, the group 
appeared to have an instilled sensitivity and compassion for others which 
made me to feel safe to express myself. At this point in time the group 
seemed to have bonded and were working together well as a team and as 
a result ideas for the presentation seemed to be taking shape. I left this 
session with a sense of genuine relief and accomplishment.
What I was thrilled with at the time, and find interesting looking back was 
that the whole group were all attracted to the thought of vamping up the 
presentation in order for it to be entertaining. As previously mentioned it 
was surprising that a group of eight individuals all vested interest similarly 
as opposed to leaning towards a more formal presentation.
I felt secure within my group as there was transparency and openness 
however it was between groups that caused me anxiety. I found that other
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groups were being secretive about their ideas and plans and this led me to 
have thoughts about my groups' competence and whether we would 
measure up to the others. However as we continued to work on the 
presentation I realised that it was the group process that was important 
and I can also note now that with such an ambiguous task all the 
presentations were going to be very different and actually incomparable.
Other group members discussed the anxiety they felt from the thought of 
having to do a presentation. I noticed that this was not a worry for me as I 
felt comfortable in the knowledge that I had a fair amount of experience 
doing presentations. I have always viewed myself as a positive person and 
this helped me to bring some optimism to the group despite the daunting 
nature of the task. I will now continue by providing some information 
around the final presentation
The Presentation: Resistance to Change in Therapy
The presentation itself was formed around issues on resistance to change 
in therapy. For me it seemed very relevant as it allowed me to access and 
address a number of fears and anxieties I had prior to beginning my first 
placement.
Key within the presentation were theories providing an insight into 
resistance to change in therapy including Cognitive Behavioural (Leahy, 
2007) and Psychodynamic (Buckley, 2006) theories. Leahy's (2007) notion 
states that individuals hold theories about anxiety (emotional schemas) 
that causes resistance to change and this interferes with therapy. Leahy 
(2007) also notes that validation of clients' feelings is very important in 
order to overcome such a difficulty. Motivational interviewing was also 
explored as a means to overcome resistance to change in therapy (Miller 
and Rollnick, 1991). Role play was used to successfully portray a number of
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motivational interviewing strategies and I think this method helped me 
grasp such ideas.
Ensuring the presentation was entertaining appeared important to all of 
the members of my group. However, I felt worried about how the 
presentation would be received by others particularly as we were the first 
to go out of four groups. As I heard laughter and saw smiles within the 
audience my anxieties instantly vanished. Once the presentation was over I 
was delighted with the style we had chosen and I believed that we included 
some extremely useful information. It was a member of another group who 
made a sarcastic comment about our presentation that struck me.
However, I was feeling elated after the presentation and took this 
comment optimistically as I assumed this individual was probably anxious 
about their upcoming presentation. I left the presentation reminded of 
why I enjoy working hard and achieving and I think the other group 
members learnt to have more confidence in themselves as presenters. I 
felt very motivated and excited about the course
Re-evaluation of the Exercise
When I think back to the task I often think 'what could we have done 
differently?' I genuinely believe that we gelled as a group and this was truly 
represented within presentation. I also think the style that we chose was 
very effective however it is possible that focussing on humour and 
entertainment meant that the audience were distracted from the content 
of the presentation. But, choosing such a style meant that our personalities 
came across and this reflects an important learning point for me in terms 
of being able to be yourself.
Subsequently to completing the PBL task I have found myself considering 
my relationship with change both professionally and personally. I have 
been drawn to thinking about how I am likely to change over the next three
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years. I have always viewed myself as seeing change purely as positive, 
however since the PBL task I have looked at change more deeply. I realise 
that my fears at the beginning of this task were founded by the fact that it 
was a new and different way of working and learning. Once I had adjusted 
and accepted this change my fears were alleviated. The task taught me 
about myself personally in that I am motivated by pleasing others and have 
a 'need to belong' (Baumeister and Leary, 1995). In addition to this since 
beginning my first placement I have seen links between my personal and 
professional self as I have the same need when working within a large 
community mental health team. However, prior to the PBL task and 
beginning placement I viewed myself as having two separate identities; a 
personal and professional. I see now that my professional self is changing 
and developing but it is bound by similar values to my personal self as 
discussed throughout this log.
From my first day on placement it was evident that the skills needed for 
the PBL task were transferable to working in a team. I value respect and 
collaboration and view them as essential to working well in a team and I 
believe this is why our group was very successful. In contrast my placement 
experience has shown me how group working can sometimes be difficult if 
members have different values and are less accepting of others ideas. I 
believe having a transparent and collaborative relationship with colleagues 
is invaluable. Looking back I can apply my anxieties concerning the secrecy 
between groups to the difficulties present when working in complex NHS 
settings. If uncertainty exists and the roles between professions are not 
clearly defined and understood this can cause friction which may in turn 
compromise client care thus feeding an ethical dilemma.
I have also been able to apply my experience of the PBL task directly to the 
service user. I remember feeling unsafe and insecure about the task and I 
found the unknown very unsettling and that is often the situation that
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service users are entering when embarking on therapy. Thus I have been 
able to understand the views and needs of the service user instead of being 
preoccupied with my anxieties about starting out as a therapist. The PBL 
exercise made me think about the ethics of change in therapy. Sometimes 
asking people to change can be very difficult and upsetting. I have worked 
doing grief counselling and it can be the case that change brings about 
more upset before improvement (Worden, 2002). Transparency is relevant 
here as it is important to ensure honesty surrounding such issues both 
ethically and in terms of the therapeutic relationship. To add, through 
supervision and reading (Hubble et. al., 1999) it has dawned on me that 
despite which model you use to address change in therapy it is the 
therapeutic relationship that can really have an effect on therapy success. 
This naturally draws me back to my experience of the PBL task and how 
success was derived from the relationships within our group. I see this as a 
very valuable learning point for me.
Not only have I been able to apply the PBL process to my clinical work but 
due to the route that we took for our presentation I have found the 
content useful and easily applicable to my clinical practice. In early 
supervision my clinical supervisor stressed the importance of validation in 
therapy. At the time of doing the presentation I viewed this as a new 
concept to me. However through discussions with my supervisor it was 
clear that this skill had already started to be developed in my previous post 
and in turn this reduced my fears for embarking on therapy. Due to the 
emphasis on validation from the PBL task I have been conscious of the 
importance of being empathetic and warm within therapy. Additionally I 
have also learnt that I should have confidence in myself and pay attention 
to what I can do not just what I can't do!
Overall, despite initial fears and reservations about the PBL task I found the 
process a positive and beneficial one. To finish, writing this account has
15
also been a new concept for me and one I have not found easy, but, I have 
relished the opportunity to reflect and embraced the learning experience 
born from it.
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Introduction
This account is a reflective log of the Problem Based Learning (PBL) task 
that was set at the beginning of the second year of clinical training. I aim to 
show the group processes in approaching this task and importantly what I 
have learned from it and how this is reflected within my clinical practice so 
far.
The Problem
In the first few weeks back in the second year we were given a summary of 
a complex family. The family consisted of M r and Mrs Staines who lived on 
state benefits. Mrs Staines had mild learning disabilities and had two 
children with another partner who were in adoptive care. M r and Mrs 
Staines had two young twins who were in short term adoptive care. Mr 
Staines was described as abusive when he drank although Mrs Staines' 
stated he was far less abusive than her previous partner. M r Staines 
parents were keen to help with looking after the children although the 
grandmother had ill health. There were a number of professionals involved 
with this family. We were then told we had six weeks to put together a 
presentation which should consider a care plan for this family. My initial 
thoughts when given this task were 'as if we haven't got enough work to 
do'.
The Group Process
After being given the task we went away as group and began working. I 
remember my thoughts last year when given the PBL task were such like 
'how will we ever manage this?' Yet, in the end we had a very successful 
experience with our PBL task. The presentation last year came from quite a 
humorous and entertaining stance as well as being informed by theory and 
I think we were all very proud of it. Therefore the group seemed seem 
quite keen to take a similar slant on this presentation. My thoughts turned 
to 'how will we top last year's efforts'.
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We began by actually thinking about how we could present the 
presentation as opposed to thinking about the content. One group 
member suggested a 'Jeremy Kyle' chat show style presentation. Everyone 
seemed enthused by this or so we thought, and the conversation 
continued on how we could pursue this idea. One group member was 
questioned by another as they remained quiet and it turned out they felt 
extremely uncomfortable about this but were too afraid to say so. This 
resonated with me because I am often a 'sit on the fence' kind of person 
and felt myself just agreeing with the majority instead of expressing my 
opinion. This individual commented that the slant we were taking was 
perhaps insensitive to the topic in hand. It was very difficult for this 
individual to speak up particularly as some group members were very 
passionate about the original ideas. I remember feeling quite in awe of this 
person as I would have probably sat with my emotions in an effort not to 
'rock the boat'. Following this, the group responded sensitively to the 
comments and actually a number of people spoke up and agreed.
In light of some of the groups discomfort for the original Ideas, the group 
came up with a 'Panarama' style documentary for how the presentation 
would look. From this we then began to think about content. In order to do 
this each group member took an individual from the scenario to research. 
This included parents, grandparents, psychologist, social worker and court 
reporter. At the next group each person fed back their research, everyone 
had worked hard and found some very valuable information. As a group we 
then decided that each person would take the role of the person they 
researched for the presentation. However, one group member was absent 
and I think we naively assumed that they would be happy with the 
allocated role, although this was very open to change.
At the next meeting, the absent member from the last group was asked 
how they felt about their role. This individual began by saying it was fine.
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however, from this it was clear that they felt uncomfortable with the 
allocated role. This was the same individual who felt uncomfortable with 
the original idea and I think that they were worried about 'being awkward' 
again. It was clear they were unhappy and the group handled this very 
sensitively and negotiated roles. Again I resonated with this as I often have 
trouble speaking up in groups and normally worry about what people will 
think of me but I saw from this that if you express yourself sensitively then 
a mutual solution can be reached. This gave me confidence to speak up in 
the future and taught me that expressing yourself does not always lead to 
conflict.
Each session had a chair and a scribe; however, there was one member of 
the group who seemed to take the lead. Additionally, this was someone 
who admittedly I felt slightly intimidated by and sought approval from. 
Once individual group members had created power point slides this person 
took it upon themselves to compile the presentation but some people did 
not email their individual slides over. This caused a lot of friction in the 
group and things came to a head in one session. Looking back I can 
understand this person's frustration as I think some people were feeling 
quite resentful of this task particularly with other tasks in the pipeline such 
as thesis proposals and interviews which were causing some individuals to 
feel stressed. I remember thinking ' thank goodness I emailed my slides'.
On reflection I do seem to want to be accepted and seek approval from  
others in general.
I chaired one session, which was something last year I found very 
challenging. However I was praised by group members for doing a good job 
and being far more boundaried than other occasions. This was feedback 
that I really valued and I seemed to be more able to speak within the group 
from this moment. I actually learnt a lot about myself from doing this task 
and I have realised I perhaps have more skills than I give myself credit for.
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One thing I noticed during the sessions was the difficulty ensuring the 
group stayed on target. Sometimes during sessions the group would 
become distracted and conversations would go off on a tangent. Looking 
back I often found myself 'going with the flow' and thinking about it now I 
wonder whether this was again because I like to fit in and feel accepted.
The Presentation
I will briefly discuss the presentation itself; however I feel that this report 
does not leave scope to describe the presentation in detail, particularly as I 
see the group process as most valuable. As already mentioned the 
presentation involved a 'Panarama' style documentary with different 
members of the group playing the different roles of the family or 
professional. We wanted to inject some humour into the presentation so 
played on some of the difficulties of multidisciplinary team working. For 
example, we suggested that the social worker although qualified was not 
trained to work in learning disabilities and thus refused to answer further 
questioning. We also considered the view of the service user and how 
having so many professionals involved can actually be daunting and 
confusing.
I remember feeling quite nervous during the presentation and worried 
about how the humorous parts would be received. As we were doing the 
presentation I became aware of just how much work had gone into the 
presentation and how well we had managed to incorporate a lot of 
psychological theory as well as creating an entertaining and engaging 
presentation. The panorama style allowed us to explore the whole system 
and consider the different choices that professionals could take. Looking 
back this makes me think about an ethical dilemma and how much input a 
family like this can have on the care they receive.
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After the presentation another trainee commented that she had never 
seen me look so competent and put myself forward to answer difficult 
questions. That was a learning point for me and quite a turning point 
actually, as I realised it is good to take risks and give something a go, where 
as I have often been fearful of speaking up and answering questions.
Re-evaluation of the Problem
Looking back at the task I ask myself 'what could we have done 
differently?' Despite some difficulties I genuinely believe we worked weli 
as a group and any issues were dealt with sensitively and the presentation 
benefited from this. I also think the style that we chose was very effective, 
however, it is possible that focussing on humour and entertainment meant 
that the audience were distracted from the content of the presentation.
I have spent time thinking about the difficulties the group member had in 
discussing their worries. This made me think about the ethical issues of 
working in groups with diversity. There was a lot of diversity in the group 
and this can affect the way in which groups interact, for example there may 
be differences around, expressing feelings, asking for what one wants, 
sharing problems, being direct and honest, being willing to take risks, 
willingness to confront others and ability to deal with conflict. Some 
individuals may have problems being direct because their culture uses an 
indirect style of communication (Corey and Corey, 2005). This has made me 
think about disclosure in therapy and how important it is to be aware of 
someone's culture and diversity and how that might affect how much 
information they disclose.
This task has made me very mindful of diversity within my current 
placement. I have previously, unintentionally, been quite ignorant to 
cultural diversity which I mentioned in a previous reflective account and I 
really appreciate what I have learnt from my experiences. When working
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with a Greek male this year I have had to be very mindful of his culture, 
particularly around his values for authority and gender.
The content of the presentation made me think about multi professional 
working and how different team members come from different 
professional backgrounds and are bound to have differing opinions. But, it 
is how this is managed that seems so valuable. This task has made me so 
aware of the importance of investing time in professional relationships, 
particularly for trainees who have limited time on placement. I am very 
aware of the importance of the relationship within therapy (Krupnick et al., 
1998) but it is this task and the groups process that has made me really 
think about how to build relationships for effective multidisciplinary team  
working.
From starting my learning disability placement it was clear that the skills 
needed for the PBL were transferable and helped me when consulting with 
teams. I think my personality and my awareness now of wanting to be liked 
have actually aided my ability to work well with other teams within my 
placement. In fact, my supervisor said it can be very challenging going into 
other teams and putting guidelines in place. But she commented that this 
is one of my strengths, in that I am adequately assertive yet sensitive. This 
taught me to be much more confident in my skills as I was previously 
worried about my abilities at being assertive. At the same time I can draw  
on the work of Grunebaum and Solomon (1987) who discuss the link 
between satisfactory relationships and self esteem as I admit that having 
good relationships both personal and professional makes me feel better 
about myself. In addition, I used to view my 'wanting to be liked' as quite a 
negative quality because I thought it made me quite weak, however, I now 
see this as a positive and in reality the need for belonging is innate in all of 
us (Yalom, 1995).Furthermore, I commented in previous reflective 
accounts about my lack of confidence in my abilities and how I often
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compared myself to others but in fact completing these tasks and spending 
time reflecting has boosted my confidence.
This task led me to think about a specific situation when working with a 
care home on placement. As within the group task, when working with 
teams every individual has their own opinions and values and there will 
always be people who are more engaged than others. I recently conducted 
a training session with care staff at a residential home. I remember one 
staff member who was keen and eager and two staff members who 
appeared distracted and were talking amongst themselves in the corner. 
This brought about feelings of frustration for me as I felt that I had invested 
a lot in the training. This helped me to understand the feelings of the 
individual who became frustrated with some group members. Particularly 
as they may have felt that they invested a lot into the presentation and 
perhaps they did not feel that the others had.
In one Personal and Professional Learning group session after the PBL task 
we reflected on what each member brought to the group. I have previously 
discussed how I find it difficult to talk in groups, but the group expressed 
that they have seen an increase in my participation. They said that I say 
some really helpful things and what I do say is genuine and down to earth 
so people can relate to me easily. Additionally, what I have found 
interesting is that the majority of my reflective account last year focussed 
on 'not being good enough' which is not as evident in this account and I see 
this as a demonstration of how I am growing personally and professionally. 
Finally, the group member who I discussed throughout this log said she 
found me very validating of her experiences and that I was very sensitive to 
her needs during difficulties times. I genuinely care about the needs of 
others and therefore really valued this feedback.
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Overall, despite reservations about this presentation considering the 
amount of work we already had to do, I found this process an enlightening 
one. Although I found the task insightful and a good systemic learning 
experience I feel that it was the group process that was the most valuable 
for me. I have relished the opportunity to reflect on this task and feel that 
my clinical practice has improved considerably in the process.
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Summary
This log is an account of the processes within the Personal and Professional 
Learning Development (PPLD) group from the first year of clinical training. I 
divided the sections in this account up into beginning, middle and end and 
identified a number of factors within each stage that affected the 
processes within the group.
The beginning of the PPLD process was a daunting one but it began 
positively when we all worked well together and developed a presentation 
for our first Problem based Learning (PBL) task.
Following the PBL task though the group appeared to lack purpose or at 
least I was not aware of how best we should use the time. In writing this 
account I reflected on my worries about not being 'intelligent enough' 
compared to the other group members. However, I felt validated and 
reassured when I spoke with other members of the group. I also felt the 
members of the group were honest but sensitive to the feelings of others.
Through writing this account I have learnt that a number of processes 
within the PPLD group have given me great insight into working with 
clients. My experiences of working within honest and transparent 
relationships and being validated by other group members have helped me 
to take a client perspective. But, probably the most valuable learning point 
for me from being involved in the PPLD group and in writing this account is 
that I have learnt to have faith and confidence in my skills and abilities.
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Summary
Personal and professional Learning Development Groups (PPLDG) began in 
year two with a review and redesign. We decided to split each group in 
half. The first part being dedicated to 'business' and the second part being 
experiential. This allowed us as group members to really take ownership of 
the group; something we lacked in the first year.
The business parts involved reading seminars, discussions about 
placements and assignments. Overall we used this time far more effectively 
than last year. However, there was still a tendency to go 'off topic'. We 
seemed to 'mesh' even better as a group this year and I feel this was 
mostly due to our development of the group and making it our own.
Within this account I have reflected on what I have learnt about myself. I 
realised I do worry about what others think of me and I like to fit in. 
However, I once viewed this as a weakness but now see it as a strength. For 
example, the group commented that I am down to earth and easy to get on 
with. Furthermore, one of my supervisors commented that my sensitivity 
allowed me to be empowering of others.
The PPLDG experience has greatly impacted on my clinical practice. For 
example, I have developed a good understanding of the skills needed for 
effective team working, the importance of difference and diversity and 
how to reflect in supervision. I look forward to building on these 
developments throughout my career.
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Abstract
Body Dysmorphic Disorder (BDD) is a relatively understudied and under 
recognized disorder, in part due to the diagnostic difficulties associated 
with the disorder. This makes treatment of the disorder particularly 
difficult. Little is actually known about the development of BDD but 
cognitive behavioural models have been the most documented in literature 
to date. Furthermore, Cognitive Behavioural Therapy (CBT) for BDD has 
been the most empirically studied of the psychological treatments. The 
evidence is strong but by no means complete. This paper is a review of the 
literature surrounding cognitive behavioural perspectives on and treatment 
for BDD.
KEYWORDS: Body Dysmorphic Disorder, Cognitive Behavioural Therapy,
Treating Body Dysmorphic Disorder.
Author's Position and Introduction to the Issue
I currently work in an adult community mental health team and it has been 
brought to my attention that little is known about BDD within such a team  
and by many mental health professionals. I also have previous experience 
of working with an individual with BDD and have long had an interest in the 
disorder.
Despite little being known about the disorder and a relatively small amount 
of research having been conducted into the area, the National Institute of 
Clinical Excellence (NICE) guidelines do recommend CBT as the 
psychological treatment of choice for BDD (NICE, 2005). This is due to the 
majority of the limited research focussing on CBT.
This review will cover the crucial literature surrounding BDD, with the bulk 
of the review focussing on cognitive behavioural perspectives and 
treatments. Due to BDD being a relatively unrecognized disorder, it seems
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appropriate to begin with a brief description of the disorder, followed 
appropriately with why this disorder is difficult to diagnose, leading 
succinctly onto theories over the development of BDD and thus how to 
treat it with CBT. Despite the main focus of this review being based around 
CBT, it seems relevant to briefly discuss some other therapies for BDD and 
what implications this all has for the treatment of BDD in clinical practice.
Introduction to BDD
BDD is a preoccupation with an imagined or slight defect in one's 
appearance, most commonly concerning facial features such as size or 
shape of nose or mouth (Buhlmann et al., 2008). Individuals with BDD 
often spend hours a day thinking about their appearance, which leads to 
significant distress. Features of BDD include a variety of body checking or 
avoidance behaviours such as mirror checking or mirror avoidance and 
ritualistic grooming behaviours such as skin picking or hair combing as well 
as consistent reassurance seeking (Buhlmann et al., 2008; Rosen, 1996). 
Most individuals will avoid social situations becoming socially isolated as 
they believe such situations will draw attention to their appearance 
(Rosen, 1996).
BDD is a rare condition for many mental health professionals as most 
patients tend to seek treatment from dermatologists or surgeons because 
BDD patients are convinced that the only way to improve self esteem is to 
improve the way they look (Rosen, 1996). But, in recent years more and 
more patients are consulting mental health practitioners; this is due in part 
to increased public awareness of BDD (Neziroglu & Yaryura-Tobias 1997). 
Neziroglu and Yaryura-Tobias (1997) suggest that BDD is actually a highly 
prevalent disorder that is often not noticed since patients are particularly 
secretive about their symptoms and because of clinicians unfamiliarity with 
the disorder. To add to the equation when patients do seek psychological 
help, they show with symptoms compatible of other disorders. BDD is
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relatively new as both a diagnosis and a research area, making it 
confusable with other disorders (Neziroglu & Yaryura-Tobias 1997). The 
following section will discuss this further.
Diagnosis Difficulties
Firstly, it is important to note that a clinician is faced with a difficult job in 
diagnosing BDD as a clinician must tease apart BDD from normal 
appearance concerns. To add, another difficulty is the fact that BDD is 
similar to a number of other disorders.
Some authors suggest that BDD is in fact an obsessive compulsive disorder 
not a separate entity (Neziroglu & Yaryura-Tobias, 1993a, 1993b). This 
suggests that obsessions with a physical defect and compulsions related to 
the defect are just another term for OCD. A study by Neziroglu and 
Yaryura-Tobias (1993a) was conducted in an attempt to identify any 
overlapping features of the two disorders. After comparing 23 BDD 
patients with 14 OCD patients, the authors summarised that despite the 
two groups seeming very similar, the content of obsessions are different. 
Neziroglu and Yaryura-Tobias (1997) stated that many patients with BDD 
are diagnosed with OCD even though they do not have any obsessions 
other than bodily defect. Another reason for this may be that CBT is 
provided as the treatment of choice for both BDD and OCD (NICE, 2005). I 
would like to add that in clinical practice the two diagnoses are sometimes 
used interchangeably. It is clear that further exploration of the 
categorisation of BDD as an Obsessive Compulsive Disorder is required.
BDD is also often co-morbid with other disorders. Many individuals with 
BDD may have major depression (Buhlmann et al., 2008); it is difficult to 
tease apart whether BDD leads to depression or if it is a separate diagnosis. 
Similarly, individuals with BDD often have a co-morbid diagnosis with social 
phobia (Rosen, 1996) and BDD and social phobia share many features.
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including feelings of shame and avoidance of social situations (Rosen,
1996).
Patients with eating disorder form another diagnostic group that is often 
compared to BDD (Neziroglu et al., 1997). Rosen et al., (1995) suggests that 
such individuals inaccurately view themselves as over weight and therefore 
may actually be manifesting BDD. They say these patients may fit the 
criteria for BDD in terms of inaccurate views of their bodies, preoccupation 
and distress about defects and avoidance of certain situations. Such 
comparisons may be useful due to BDD being not well understood (Rosen, 
1996). But, it is questionable as to whether characterising BDD as another 
disorder is helpful in educating mental health professionals on this under 
recognised disorder. This leads well onto a discussion on the development 
of BDD and cognitive behavioural perspectives of BDD.
Development of BDD
Little is really known about the development of BDD as no longitudinal 
study has been conducted. Despite this, various models of BDD have been 
proposed incorporating biological, psychological and cultural factors. The 
theories proposed have mainly been based on published cases, knowledge 
about the disorder and clinical experience.
Cognitive behavioural models have received the most attention and 
empirical support and are the broadest in terms of cognitive, emotional 
and behavioural components of BDD (Cororve & G leaves, 2001). A more in 
depth look at such models will follow. It is probable that BDD develops due 
to biological dispositions, combined with psychological factors and 
sociocultural experiences but 'given both the diagnostic criteria and the 
proposed etiology of the disorder, a conceptualization that focuses on 
maladaptive thoughts and behaviours has intuitive appeal' (Sarwer et al..
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2004, p.936). Cognitive behavioural explanations will take centre stage 
here however a note to the others is worthy.
Neurobiological theories suggest that BDD is related to brain abnormalities. 
One suggestion is that BDD may result from a temporal lobe disturbance, 
which produces a sensation of swelling passing through a person's body 
giving the individual the impression of having a distorted body (Biby, 1998).
Sociocultural theory presents that people experience appearance-related 
pressures as a result of social and cultural influences, such pressures 
specifically come from attitudes that pay importance to appearance and 
physical attractiveness. Thus less than perfect features and deformities are 
viewed negatively (Biby, 1998)
A psychoanalytic view of the development of BDD puts forward that the 
disorder arises from an individual's unconscious displacement of sexual or 
emotional conflict or feelings of guilt and poor self image (Cororve & 
Cleaves, 2001). It has further been suggested that the chosen defected 
body part can be symbolic of another body part (Biby, 1998). Very recently 
Lemma (2009) puts forth a psychoanalytic perspective on BDD that 
suggests the difficulties of an individual with BDD is best understood as 
symptoms of an underlying narcissistic disturbance.
Rosen (1996) and Veale (2004) have put forward cognitive behavioural 
models on the development of BDD with other authors adding to the 
knowledge base (Phillips, 2001). It has been suggested that a 
preoccupation with physical appearance is likely to begin during 
adolescents, which is when concerns over appearance and social 
development peak (Phillips, 1991). Deviations, imperfections as well as 
perfections in appearance can produce more than the usual amount of 
interest and feedback from other people. It seems normal for many
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adolescents to become self conscious over their physical features, but 
some become more self conscious due to other psychological 
vulnerabilities such as negative self esteem and shyness (Rosen, 1996). Two 
such problems are commonly noted in individuals with BDD (Phillips, 1991). 
The risk of developing BDD may be even more likely if the physical 
appearance concern is coupled with a traumatic experience (Rosen, 1996; 
Veale, 2004). Teasing can often be part of this couple (Braddock, 1982, 
Munjack, 1978). It is possible that some BDD patients are often subjected 
to repeated criticism of their appearance, most likely by family members. 
Other critical incidents include physical and sexual assault, sexual 
harassment, public failure or physical illness or injury (Rosen et al., 1995). 
Veale (2004) further suggests that an external representation of a person's 
appearance, such as a reflection in a mirror or viewing a photograph, can 
trigger the preoccupation with physical appearance. Rosen (1996) states 
that these experiences may trigger dysfunctional assumptions about how 
normal someone's physical appearance is. This is because their appearance 
has huge implications for personality, self worth and acceptance.
Both Rosen (1996) and Veale (2004) note that after being developed, these 
dysfunctional beliefs may be strengthened because a person then 
selectively focuses on the physical feature that is consequently seen as 
flawed. Such selective manners of thinking then intensify a negative 
appraisal of the body image. Rosen (1996) states that patients rehearse 
negative and distorted self statements about physical appearance to such 
an extent that they become automatic and believable. Additionally Veale 
(2004) notes that over a length of time a person may come to think that 
the distorted image they see is also seen by others. To add to this, negative 
cognitions based on this distorted defect lead to negative emotions such as 
disgust, distress, depression and anxiety (Veale, 2004). In order to alleviate 
these feelings and to avoid familiarizing with the appearance defect 
(Rosen, 1996), a person employs avoidant (e.g. avoiding mirrors) or
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ritualistic behaviours (e.g. skin picking) (Rosen, 1996; Veale, 2004).
Checking behaviours such as mirror gazing are also employed by some to 
provide immediate relief, yet, in the long run they direct the person's 
attention onto the aspects of their appearance which elicits anxiety (Marks 
and Mishan, 1988). Despite such cognitions and behaviours creating the 
desired relief they feed the concern and perpetuate the behaviours of BDD 
(Rosen, 1996; Veale, 2004).
Veale (2004) explains that people with BDD have an acutely self conscious 
personality. In mirror gazing behaviours, the person compares their 
imagined flaw with their ideal; any discrepancy between the two images 
gives rise to rumination. Similarly, some individuals may compare their 
perceived defect with similar features of others. Such comparisons then 
heighten the awareness of and attention to the perceived defect. Thus, 
maintaining the negative appraisal of the appearance.
Such cognitive behavioural perspectives appear to provide a clear way of 
understanding the development and maintenance of BDD. They 
successfully conceptualise the distorted thoughts, negative feelings, and 
maladaptive behaviours that characterise the disorder (Sarwer et al.,
2004). However, such models are not without flaws. These models provide 
little (Veale, 2004) or no (Rosen, 1996) account for any biological or genetic 
influences that may contribute to the disorder. Additionally these models 
do not provide any explanation for the large spectrum of symptoms seen in 
individuals with BDD (Sarwer et al., 2004). For example, some individuals 
still manage to hold down jobs and social relationships whereas others, 
who may also experience a delusional element are completely unable to do 
so. Furthermore, suicide ideation and suicide attempts (Phillips, 1991) are 
seen in some individuals and not others and again this is not accounted for 
within such models.
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Both models do however draw attention to earlier critical life events and I 
would like to recognise that within my clinical practice such recognition is 
crucial when assessing for therapy as well as within treatment. The next 
section will discuss the treatment of BDD paying most attention to CBT.
Treating BDD with CBT
Treatments strategies for BDD have included nonpsychiatric medical 
treatments, such as cosmetic surgery, pharmacotherapy, psychodynamic 
therapy, CBT and combined methods.
Many patients seek non psychiatric help such as surgery which usually 
provides little or no relief (Sawyer et al., 2004). Engaging a patient in 
treatm ent can be challenging. However, it is possible that even patients 
who persistently believe they have a definite defect can agree that they are 
suffering and have poor quality of life (Phillips et al., 1998). Having joint 
goals such as reducing preoccupations and distress and improving 
functioning in order to create better quality of life may help facilitate 
engagement (Phillips et al., 2008). These authors suggest that motivational 
interviewing that is adapted for BDD can be useful in assessing motivation 
for change and engaging patients.
CBT for BDD focuses on and aims to change the patterns of thoughts and 
behaviours that maintain the disorder (Rosen et al., 1995). As per 
treatment of other disorders, it should begin with a psychoeducational 
component with a description of the cognitive behavioural model of BDD 
as well a provision of information on the role of physical appearance in 
daily life {Phillips et al., 1998). A plan of therapy should follow, which will 
normally include techniques such as self monitoring, exposure and 
response prevention (ERP), cognitive restructuring and relapse prevention. 
Behavioural intervention are typically based on ERP, which involves the 
patient gradually exposing themselves to a hierarchy of anxiety provoking
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situations and asking them to stay in that situation, without engaging in 
any ritual or avoidance behaviours, until the anxiety decreases on its own.
Another important part of treatment is for patients to record thoughts and 
behaviours related to their perceived defect. This provides understanding 
of certain maladaptive patterns and distorted beliefs. Such self monitoring 
also aids the patient to discover improvements they are making by 
observing a reduction in the amount of time spent on their behaviours 
(Sarwer et ai., 2004). Cognitive restructuring involves challenging the 
identified distorted beliefs, which may include statements such as 'If my 
appearance is defective then I will be alone and unloved all my life' (Veale, 
2001). Doing this aids the patient to develop beliefs that are more based 
on reality. Most patients place great importance on appearance so the 
therapist would try to encourage the patient to consider themselves as 
being made up of many characteristics besides physical appearance in 
order to develop a more helpful and flexible analysis of themselves (Veale, 
2001). Furthermore patients are assigned behavioural experiments where 
they seek to disprove their assumptions about their defect by gaining 
evidence contrary to their beliefs.
As per most CBT treatment models, treatment for BDD closes with relapse 
prevention by encouraging patients to consider potential pitfalls and 
triggers for symptom relapse that they could come across in the future 
(Sarwer et a!., 2004). I have clinical experience of CBT providing a 
successful intervention for a number of disorders but what is the evidence 
of its efficacy for BDD? A review of the evidence for this will follow.
Evidence for CBT
The majority of support comes for case studies but there are a small 
number of Randomised Control Trials (RCTs). It appears that it is due to 
such studies that CBT has become the treatment of choice for BDD.
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There are several case report published to show the effectiveness of CBT 
for BDD. One of the first comes from Munjack (1978) who reports 
successful treatm ent of an individual preoccupied with an overly red 
complexion. Treatment consisted of relaxation and systematic 
desensitization. Another report comes from Braddock (1982) who treated a 
16 year old girl who had become housebound and was complaining of 
having a funny and crinkly nose and a wrinkled forehead. Treatment 
included response prevention and assertiveness training. After treatm ent 
the young girl was no longer housebound nor did she continue to seek the 
reassurance she previously required about her foreheads and nose. Marks 
and Mishan (1988) illustrate successful treatment of 5 patients with ERP. 
Due to their BDD, all five patients were isolated and avoided social 
situations. Notably, two out the five patients did not have preoccuations 
over a physical defect but had concerns over how they smelt which drove 
them to excessive washing. Schmidt and Harrington (1995) describe 
successful treatment with CBT of a man with concerns over the size of his 
hands. Notably, these reports are uncontrolled and utilise a small number 
of individuals. Furthermore, Munjack (1978) was not specific about the 
improvements seen. Another criticism applies to Braddocks' (1982) report 
as it may be questionable as to whether two of the patients actually fitted 
the diagnosis of BDD (Neziroglu, Yaryura-Tobias, 1997). Furthermore, one 
of these patients later developed psychosis (Braddock, 1982). Despite 
these flaws the reports do portray significant improvements in symptoms 
post treatment.
Three further studies with small samples sizes have reported that an 
intensive 90 minute course of ERP and cognitive restructuring can produce 
a reduction in BDD symptoms (Neziroglu, Yaryura-Tobias, 1993b; Neziroglu 
et al., 1996; McKay et al., 1997). Neziroglu and Yaryura-Tobias (1993b) 
report on five patients with BDD. Three of these patients were subjected to 
90 minute sessions five times per week whereas the other two patients
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were given the same treatment on a weekly basis. Four of the five patients 
showed improvements. One of the criteria used to assess improvements 
was the Yale- Brown Obsessive Compulsive Scale modified for BDD (BDD- 
YBOCS), which assesses time occupied by thoughts and time spent on 
activities related to body defect. Similarly Neziroglu et al., (1996) reported 
a significant reduction in preoccupation and time engaged in mirror 
checking for 17 patients after they received CBT. Thus bringing the authors 
of these studies to conclude that cognitive and behavioural therapy are 
effective methods of treating BDD.
Willhelm et al., (1999) reported significant improvements in both BDD and 
depressive symptoms in 13 individuals with severe BDD who completed a 
12 session group treatment program. This study offers the conclusion that 
group treatment for relatively severe patients does offer benefits. But 
some of the more severe patients sought individual therapy as well, making 
it hard to tease out the effects of group therapy versus group with 
individual therapy. Future studies would be useful to assess whether 
combining individual therapy and group therapy increases therapy benefits
Only two randomised controlled studies have been done to evaluate the 
effectiveness of CBT for BDD (Rosen et 0/.1995; Veale et al, 1996). Rosen et 
al. (1995) randomly assigned 54 female patients to either group CBT or a 
no treatment group. Within the CBT group 82% of the 27 patients showed 
a reduction in symptoms. Furthermore no changes were evident in the 
control group. Four months after treatment this reduction was remained in 
77% of the CBT group. To add there were further improvements for the 
treatment group on the variables of self esteem, appearance 
preoccupation and body dissatisfaction as well as general psychological 
functioning when compared to the control group (Rosen et al., 1995). It is 
worth noting that the gender of the participant's makes it difficult to 
completely generalise these results. In another study Veale et al., (1996)
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assigned 10 patients to a wait list control group and 9 to an individual CBT 
treatment group. The CBT group showed a 50% reduction in BDD 
symptoms on the BDD-YBOCS, whereas, symptoms were unaffected for the 
control group patients. At post treatment analysis seven out of the nine 
patients who received treatment either had no or subclinical BDD. In 
contrast, all the patients in the wait list control group continued to meet 
full diagnostic. An inconsistency between these studies is that there are 
notable differences in their inclusion and exclusion criteria around patients 
whose primary concerns were weight or shape. Veale et al., (1996) 
excluded patients with BDD whose primary concern was with weight or 
shape, whereas in the Rosen et al., (1995) study 35% of patients presented 
solely with body weight or shape complaints and 44% presented with both 
weight or shape or worries alongside other complaints (Corovre & Gleaves, 
2001). This again makes it difficult to concretely conclude that CBT is 
successful for all individuals with BDD.
Mckay et al., (1997) looked at the maintenance of improvements from  
treatment. After six weeks of ERP, when sessions occurred five times per 
week for 90 minutes per session, patients were then randomly assigned to 
a six month maintenance or a control condition. Both groups maintained 
improvements from treatment with the maintenance group also noting 
reductions in depression and anxiety. Additionally, a meta analytic review 
was conducted and found that CBT and serotonin re uptake inhibitors 
improve BDD symptoms and decrease depression with modest effect sizes 
(Williams etal., 2006). Furthermore psychological treatments had higher 
effect sizes than medication.
A number of studies have been discussed and despite some flaws the 
evidence is there but does this justify the label of treatment of choice and 
what future research may be useful? The following section will suggest
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what future research may provide important additions to the research 
base.
Future Research
The results of studies into the effectiveness of BDD do show promising 
results. However, the small number of studies available makes it difficult to 
draw concrete conclusions. It is clear that additional well controlled studies 
are necessary and most importantly using larger sample sizes.
There has only been one study to investigate the maintenance of 
treatment gains so further research is needed including long term  
treatment gains particularly when considering the chronic nature of the 
disorder as discussed by Phillips (1991).
When discussing the evidence for CBT for BDD, it is important to note a 
number of inconsistencies between the treatment studies. There are 
substantial differences found regarding the length of individual sessions, 
reports include 60 minutes (Schmidt & Harrington, 1995), 90 minutes 
(McKay et o l, 1997; Neziroglu et al., 1996; Wilhem et al., 1999) or 2 hour 
sessions (Rosen et al. 1995). None of studies reported the same number of 
sessions per week as being affective or the length of overall treatment, 
with reports ranging from 4 weeks of intensive sessions five times per 
week (Neziroglu et al., 1996) to 12 weekly sessions (Wilheim et al., 1999). 
Some differences may be accounted for by the slight variations of therapy;
I would like to note experience of CBT varying between patients due to 
individual differences. But, this again demonstrates a further inconsistency 
between the studies. Most studies used exposure and response techniques 
but other components such as cognitive restructuring and self monitoring 
were not used consistently (Cororve & Gleaves 2001). If an established 
treatm ent program specified for BDD is developed and treatment outcome
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studies utilise such a program, it will make ease of concluding CBTs efficacy 
for BDD.
Two authors have commented that there is no research into cultural 
differences and that gender differences research would be useful (Cororve 
& Gleaves, 2001). I have found that some research has recently been 
conducted into gender differences. Phillips et al., (2006) conclude that 
there are similarities between men and women with BDD, however, there 
are also important differences with women having concerns over facial 
features and men over muscle definition. Phillips et al., (2006) stress the 
importance of awareness of these differences as they may aid detection 
and also lead to variation in the treatment strategies needed. Further 
gender studies would be useful particularly assessing gender differences in 
treatment outcomes. There is still limited research into the cultural 
differences surrounding BDD. However, it has been suggested by Costa et 
al., (2007) that narrative therapy may be useful for treating BDD, such a 
therapy is proposed to take into consideration cultural perspectives of 
BDD. It seems relevant here to move onto a brief summary of other 
therapies for BDD.
Other Therapies
Although the psychological research base for BDD has mainly focussed on a 
cognitive behavioural perspective, there have been studies using different 
modalities in more recent years.
Costa et al., (2007) propose that narrative therapy provides an effective 
treatment framework of BDD. A detailed description of the narrative model 
is beyond the scope of this review but to put it into context; a part of 
narrative therapy can involve conceptualising a patient's problems in light 
of cultural influences (Costa etal., 2007). Furthermore, in narrative therapy 
change is brought about by helping patients to replace their restraining
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narratives with alternative stories about their problems and lives. Costa et 
al., (2007) suggest a number of reasons why a narrative approach is fitting 
for the treatment of BDD. First, this approach pays attentions to the 
sociocultural factors that may influence patients with BDD. Secondly 
narrative approaches have had success in the application to anorexia which 
as already expressed may be comparable to BDD. Third, narrative therapy 
'is an empowering, focused, and strength based model, and therefore 
holds promise as a potentially effective approach for working with patients 
with BDD' (Costa et al., 2007, p.29). It has already been noted that CBT can 
create a resistance to change and Costa et al., (2007) suggest narrative 
therapy may offer an approach to overcome this.
Costa et al., (2007) hold that the narrative approach takes into account the 
sociocultural perspectives on BDD. In their recent paper they describe a 
case where narrative therapy is effective at relieving BDD symptoms. They 
actually conclude that incorporating cognitive behavioural techniques 
within a narrative approach to BDD provides and successful treatm ent for 
the disorder by addressing both of the treatment strategies limitations and 
strengths (Costa et al., 2007).
Another therapy that has some evidence for its efficacy is psychodynamic 
treatment for BDD (Phillippopoulous, 1979; Bloch & Glue, 1988.) Both 
authors use case reports for their evidence. In one report the author used a 
psychodynamic approach with an 18 year old (Phillippopoulous, 1979). The 
length of therapy went on for a year and was conducted regularly two to 
three times a week. The intervention consisted of interpretation of dreams 
and fantasies and transference and free associations. The patient 
recovered after therapy and additionally they had still maintained the 
treatment gains at a number of follow ups several years later. In the other 
report the author used psychodynamic approach to treat a 20 year who 
was obsessed with her eyebrows (Bloch & Glue, 1988). In this case report.
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the patient was seen on a weekly basis for a period of 20 months. In 
treatm ent the patients' hidden feelings of rejection by her father were 
central. The patient did improve and again progress was maintained at 
follow up. However, a case report form Vitiello and Deleon (1990) details a 
less successful outcome. They describe a 37 year old man concerned over 
having an ugly face and who took measures to disguise it by growing a very 
full beard. This patient received pharmacological treatment for 6 months. 
He had Psychodynamic therapy for a number of years and additional 
behaviour therapy but the length of time is unknown. In this case all 
treatment methods were unsuccessful on reducing his BDD symptoms.
There seems to be some evidence of the effectiveness of other treatments 
however this evidence is very limited. Research for psychodynamic 
treatm ent has been put to the side for a number of years as CBT took 
centre stage, however, with the addition of Lemmas' (2009) model noted 
earlier, it would be interesting to see what the future holds for research 
into this treatment. More treatment outcome studies are needed to  
confirm the efficacy of treatment with this approach. Additionally, in terms 
of implications for practice and drawing on my own experience and 
knowledge it seems that the length of psychodynamic treatments could 
create a strain on professionals working in busy and time stretched NHS 
teams. Therefore, adding further reason to argument that CBT should be 
treatm ent of choice for BDD.
Conclusions and Clinical implications
Does CBT warrant the term treatment of choice? It is clear that the 
research into CBT has shown it to be efficacious however this evidence is 
still thin on the ground. Other approaches could also be useful for the 
treatm ent of BDD but the research is far behind that of CBT leaving it 
ahead of the race. The relative short term treatm ent of CBT compared to
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psychodynamic therapies has clinical implications in that it is likely to be 
more appealing to busy healthcare professionals.
It is important to understand how different cultural views influence and 
impact the nature and frequency of BDD. There is limited information on 
what cultural influences may affect the development and treatment of BDD 
creating an opening for future research. The same can be said for gender 
differences and there is a need for treatment outcome studies that 
evaluate the different effects gender has on treatment particularly as this 
may have implications for clinicians understanding of BDD and the 
treatments they employ.
To finish, the literature discussed brings me to the conclusion that CBT 
currently warrants the coining 'treatment of choice', and it provides some 
information to clinicians on how to treat a disorder that is not well 
understood, however, more explicit explanations of how CBT can be 
adapted for BDD would further help clinicians. It is hoped that cognitive 
behavioural perspectives of BDD can help educate mental health 
professionals, thus, aiding them to successfully recognise this under 
recognised disorderl
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Introduction
Supervision and consultation are roles taken on by the Clinical Psychologist 
and they are two distinct procedures. Or are they? They are actually terms 
that are often used interchangeably (Milne, 2009). Within this assignment I 
aim to discuss these entities in terms of their processes and contents and I 
also hope to provide insight into how they can be evaluated within NHS 
teams, drawing on examples from my own clinical experience.
My Interests and Experiences
My interest in the processes of consultation grew out of my previous 
experience as an assistant psychologist. This post was within a residential 
school for children with Asperger's Syndrome. Within this role I was 
involved in what we termed 'therapy surgeries'; essentially consultation 
clinics to the support workers looking after the residential care of the 
students. The consulting team involved an assistant psychologist, a speech 
and language therapist and an occupational therapist.
I also have an interest in supervision styles which developed through my 
complex first placement as a trainee clinical psychologist. I had four 
supervisors within this placement, one lead supervisor for the whole 
placement, two second supervisors who switched after six months in order 
for me to gain experience of individual and group interventions and a 
supervisor for my neuropsychology assessments. I was amazed by the 
different supervision styles that I received and I learnt a lot about the type 
of supervisor I would strive to be when qualified.
In order to begin a comparison on supervision and consultation, it seems 
appropriate to start by providing brief definitions of both of the procedures 
with examples of their use within clinical practice.
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What is Supervision ?
A number of authors have attempted to define supervision. The 
Department of Health's (1993) Visions for the Future described supervision 
as 'a formal process of professional support and learning that enables 
individuals to develop knowledge and competence, assume responsibility 
for their own practice and enhance consumer protection and safety of care 
in complex situations'. An additional definition comes from Bernard and 
Goodyear (2004) who describe supervision as an intervention given by a 
senior professional to a more junior professional or professionals who 
belong to the same profession. They also state that this relationship is 
evaluative, extends over time and has a number of purposes; improving 
the practice of the junior professional, monitoring the activity of the 
services they offer to a client and serving as a 'gate keeper' for those 
entering the profession. Some authors have commented that this 
definition is unclear in terms of the nature and purpose of supervision 
(Lister & Crisp, 2005) yet it is a frequently used definition within the USA 
(Milne, 2009).
It has been suggested that there are three functions to supervision, a 
normative function (which takes a managerial nature), a formative function 
(being educational) and a restorative function (which has a supportive 
function, Proctor, 1987). This three role model is reflected across a number 
of professions (Kilminster & Jolly, 2000). These authors state that 
supervision may not always be a formal meeting but it can occur in an 'on 
the job' manner and in group supervision and networking which may 
involve supervisees having different places of work and professions. This 
contrasts Bernard and Goodyear's (2004) notion that supervision occurs 
within the same profession.
There are number of other models of supervision within the literature, for 
which a detailed description is beyond the scope of this essay. But, to give
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some context Green (1998) uses the theory of clinical reasoning as an 
account of effective clinical psychology supervision which contributes to 
the experiential learning cycle. Another example comes from Watkins 
(1994) who offers a development model of supervision indicating that 
supervision needs to vary according to a trainee's experience and level of 
training. There is some empirical support for this (Kilmister & jolly, 2000) 
although there have been few empirical tests of theoretical models of 
supervision. In critique of supervision models Fowler (1996) says that most 
of models are not based on empirical evidence.
What is Consuitation?
Specialist skills such as clinical psychologists are often a scarce resource 
and so there is a need to deliver services to a larger number of clients. 
(Cheseldine et al., 2005) In light of this, psychologists may often work as 
consultants. Consultation has sometimes been described (in a way that 
purports the notion of consultation) as the expert working though the 
consultée (Caplan, 1970). The Department of Health (1990) stipulates that 
there is a great need for Clinical Psychology to put its 'knowledge and skills 
at the disposal of others'. The role of the clinical psychologist as a 
consultant may involve advice, training and support to carers and health 
care professionals to maximise the use of their professional skills (NHS 
education for Scotland, 2003)
McGarry et al., (2008) describe a brief consultancy and advisory (BCA) 
model of consultation, which is a collaborative and client centred way of 
working with families. This model addresses some key issues; faster 
service provision, making resource usage more efficient, reducing numbers 
on the waiting list, increasing levels of client and clinician satisfaction and 
reducing non-attendance and treatment dropout rates. It is a parent 
centred model, in that it concentrates on parent's perceptions of the cause 
of their child's difficulties and of their expectations of the work of the
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clinician. From my experience this seems crucial. For example, within my 
role in therapy surgeries, it was often verbalised by parents that they 
would prefer their child to receive one to one therapy so as to see 
'something being done'. It can be very frustrating and difficult for parents if 
they think their child is not getting the right or appropriate care.
The idea of the consultant as the 'expert' is something I find very 
interesting and I wonder if this view is somewhat shifting in more recent 
years. In my experience of therapy surgeries, the idea of the therapists as 
experts was not always a helpful one. In fact we advocated for the support 
workers as the experts on the students and our role was very much about 
empowering this staff group. It must also be said that consultation to a 
different group of professionals can be a challenge as it is less able to rely 
on assumptions about shared values, understandings about good practice, 
ethical codes and group manners (Proctor & Inskipp, 2001). Lake (2008) 
puts forward the team formulation approach, which essentially aims to 
provide a safe and protective thinking space for a team (Lake, 2008). It is 
not about the expert providing answers to a problem but more for a team  
to construct a shared formulation that draws on the experience and skills 
of the whole team (Lake, 2008). I see this as crucial within consultation.
Similarities and Differences
Following presenting the definitions and examples of the use of supervision 
and consultation it would seem that there is a recognisable difference 
between them. However, the terms may often be confused (Pathy etal., 
2008) and used interchangeably (Milne, 2009). In fact the clinical 
psychologist could provide both consultation and supervision again leading 
to the question of are they distinct or interlaced processes?
The role of the clinical psychologist working as both supervisors and 
consultants is an interesting one and perhaps adds confusion to the
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conceptualisation of the two processes. As consultants they offer advice 
from their area of expertise but are often asked to interpret other areas 
such as relationships between both workers and clients, or workers and the 
organisations. In addition a consultant is often required to provide a form 
of supervision (Cheseldine et al., 2005) In contrast, by definition a 
supervisor is expert in the same area as the supervisee and has the role of 
giving direction. However, a supervisor will be called upon regularly for 
non-directive discussion and comments, thus, taking on a 'consultancy role' 
(Cheseldine et al., 2005).
Jones (2005) states that consultation workshops actually share many of the 
same characteristics of supervision because they are facilitated and 
scheduled case discussion forums with a specific small group of 
professionals. This clearly draws on one similarity around the content of 
both procedures. It seems that both supervision and consultancy are a 
space for the discussion of client cases, but, does this make them the 
same? It appears it is the process of this that can quite different; 
consultation is 'fundamentally experiential and non directive, while 
supervision is didactic and directive' (Cheseldine et al., 2005, p.141).
Milne (2009) highlights the role of the relationship and treatment 
responsibility as important differences between the two procedures when 
dealing with case discussions. So, Milne (2009) states that the consultant is 
an advisor to the consultée having no formal authority over them and the 
consultancy is an opportunity for the consultée to seek guidance and 
support from a suitably qualified peer. In essence, the consultée is actually 
seeking the views and comments of the consultant around the case. The 
consultée would then continue to work with the client and would not hand 
over the responsibility to the consultant. In contrast the supervisor is often 
professionally close to the worker and is professionally responsible for 
cases of the supervisee (Milne, 2009).
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Let's return to formal definitions of supervisions, Bernard and Goodyear 
(1992) that state that supervision is designated to facilitate the 
development of therapeutic competence in the supervisee. This involves 
aiding the supervisee's experiential learning, establishing the fitness of the 
supervisee to practice, maintaining competence standards and promoting 
general professional development (Lambert & Ogles, 1997). Wampold and 
Holloway (1997) add that within these functions is probably the most 
important function of all, guiding the supervisee to provide safe and 
effective therapy to the patient. It seems that also key within both 
procedures is having the client at the centre. Both consultation and 
supervisions main purpose is to provide quality care to the client. Although 
from the above definitions it would seem that supervision takes more of an 
evaluative 'gate-keeping' process than does consultation.
There is a lot of evidence regarding the importance of the relationship 
between supervisee and supervisor with regards the effectiveness of 
supervision (Kilminster & Jolly, 2000) but less so within consultancy. In my 
experience, the key to consultation is also the relationship. Jones (2005) 
states that key to both consultation and supervision is the extent to which 
the relationship between consultant and consultée can be maintained in 
response to challenges to the consultées' existing thoughts, feelings or 
frame of reference. So a good relationship is key to the success of both 
supervision and consultation, therefore an important similarity to be 
noted.
Many authors state that reflection is a central concept to supervision 
(Booley, 1997: Rainey, 1997). From my experience I value the use of 
reflection within supervision. But I can see how this is useful within 
consultation. Both Consultants and Consultées may have anxieties about 
the consultation process or the work or advice that is being given. When I 
was working in therapy surgeries I often worried about things like 'I won't
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have all the answers' or 'I won't be able to help them'. It can be very useful 
to reflect upon such thoughts. So, reflection can be central to both 
supervision and consultation.
How do we Evaluate Supervision and Consuitation?
Supervision
As noted supervision has various definitions, can take many forms and has 
many functions. If that is the case how do we go about evaluating 
supervision and thus developing it? Milne (2009) states that there are 
almost as many ways of conducting evaluation as there are ways of 
facilitating learning, which leads to the difficulty of finding a meaningful 
way of capturing the essence of evaluation (Milne, 2009). Evaluation has 
been defined as a judgement of the degree to which objectives are 
achieved, guided as much possible by research methods (Rossi et al.,
2003). Meaning it is good professional practice for this judgement to be 
aided by objective sources of information such as observations, or by the 
use of semi structured interviews or questionnaires.
Milne (2009) states there are a number of opinions surrounding how 
evaluation of supervision should be done. He presents an Evidence Based 
Clinical Supervision (EBCS) model, of which a full description of is not 
warranted here however it does describe three panels of evaluation; 
'Outcome benchmarking', supervisee development' and 'audit'. This 
model focuses on the learning and comparative clinical outcomes of 
supervision relative to professional standards that may be in place. But 
this model has been criticised for its lack of approach to evaluate other 
important aspects such as economy and finance (Milne, 2009).
I will consider this model and how we can apply it to our clinical practice. 
The first panel I will consider is that of audit. How can we audit 
supervision? Milne (2009) suggests that audit could happen at the level of 
the individual or the health service system. At the individual level the
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correct delivery of supervision could be measured through observation. 
Observations can then be compared to established elements of good 
supervision such as setting an agenda and providing collective feedback 
(Milne, 2009). Audit therefore involves assessing whether supervision 
meets the set criteria that have been defined. Another example may 
involve auditing whether a trainee clinical psychologist receives the 
stipulated two hours of supervision a week.
The second panel of the model is that of supervisee development. Milne 
(2009) suggests that this can be done by uncovering the reactions of the 
learner which may often be held within their satisfaction. In fact, 
satisfaction is the most widely used method of the evaluation of 
supervision (Milne, 2009). This is because satisfaction is seen as a 
precondition for participation in supervision. This may often be done by 
the supervisee being asked to describe something that occurred in 
supervision that was helpful and the use of a Likert scale of helpfulness. 
However it is unclear whether this actually measures satisfaction or 
another entity such as affective reactions, enjoyment, usefulness or just 
acceptance of the approach used (Hook & Brunce, 2001). In addition. Hook 
and Brunce (2001) concluded that this method should be considered 
alongside the fact that there is no empirical reasons to think that pleasure 
of learning would be associated with variables such as amount of 
knowledge gained. Interestingly in their study they found that the more 
empathy provided by a trainer, the less the trainee learnt. However they 
did state that perhaps limited challenges to the trainee and excess 
empathy could have caused this pattern.
Milne (2009) states that this would fit with the EBCS model which notes 
that some de-stabilisation is necessary for competence enhancement. 
However, the supervisee may not appreciate this, resulting in lower 
satisfaction ratings when actually the supervisor may be doing a great job.
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So it seems that there are practice and theoretical reasons for why we 
should take measurements of satisfaction with caution, it seems possible 
that 'effective supervision is not always the most satisfying supervision' 
(Ladany et al., 1999)
So, it seems difficult to conceptualise 'satisfaction' of supervision, as what 
is this based on? For example, is this based on the length or quality of 
supervision? I know from my experience that sometimes it is hard for 
supervisors to give the full amount of stipulated supervision but for me this 
is not always detrimental as sometimes it is possible to work effectively 
and meet your agenda in less time. In fact I have found that sometimes too 
much supervision may be counter productive due to 'going off topic'. 
Although I realise this may be a controversial comment as I am aware from 
my own experience that other professions do not receive 'enough' 
supervision. However, it was found that the amount of supervision social 
workers received was directly correlated with their satisfaction (Worthen & 
McNeil, 1996).But again does the amount of supervision purport to good 
supervision and how can we judge what effect this has on the client? Even 
if trainees report satisfaction it may not be due to good supervision or in 
fact affect their performance (Kilmister & Jolly, 2000)
Most studies examining supervision from the trainee's perspective use self 
reports but the methodology is not robust (Kilmisnter and Jolly, 2000). I 
have come across this in my clinical practice. At the end of my first 
placement I was asked to complete a questionnaire regarding my 
satisfaction and opinions on my supervisor's performance. This was 
something I found particularly challenging. I found it difficult to be 
completely honest in my answers and found myself rating her highly on 
everything even though this was not helpful for her development. So, it 
seems that evaluation should not rely solely on self report.
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The final panel within evaluation is that of benchmarking. This refers to 
transferring skills learnt and relating them to some form of standard 
(Milne, 2009). Perhaps the most common way to do so is through 
evaluation of clinical outcomes obtained with clients. The use of this has 
been termed the acid test of the effectiveness of supervision (Ellis and 
Ladany, 1997) and is also coined 'transferring' supervision (Milne, 2009). 
How much can outcome measures tell us about the effectiveness of 
supervision? Milne and James (2000) completed a review to assess such 
transfer. Common measures of outcome included measures of self 
injurious behaviour, mood and quality of life. Milne and James (2000) 
stated that such assessment allows for comparing different models of 
supervision on their relative clinical outcome.
Frietas (2002) reviewed two decades of research into whether clinical 
supervision improves clinical outcome for clients. He stated that the rigour 
of these studies was compromised by the complexity of supervision. 
However, Gambling et al., (2006) conducted a Randomised Control Trial in 
which 127 depressed clients were allocated randomly to their therapists; 
ones who received supervision and ones who did not. There were two  
conditions of the supervised group, one focussing on processes and the 
other on skills. The results showed that supervision had a significant effect 
on the client's symptoms scores, using the Beck Depression Inventory. But 
there was no difference between the process or skills conditions. They also 
used measures of client satisfaction and rate of completion, both of which 
favoured the two supervision conditions. Gambling et al., (2006) concluded 
that supervision can enhance treatment outcome. However, it is not clear 
from this what parts of supervision were effective or whether just that fact 
of having supervision has a positive effect. But it does seem to suggest that 
the use of outcome measures can be utilised to evaluate supervision.
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Another example of this type of evaluation is called 'systematic client 
tracking'. This is a system where client outcomes can be monitored on a 
routine basis and then feedback provided regularly to both the supervisor 
and supervisee. Worthern and Lambert (2007) provide an example of this 
where they track clients weekly symptom questionnaire scores and 
compare the data against normative data from hundreds of clients. If a 
client is not progressing as expected a written feedback note would be 
provided suggesting evidence based ways of rectifying the problems. For 
example, the use of a problem-solving decision tree, together with 
recommendations for interventions to boost progress. This may also allow 
for supervisors to more readily identify problems and potential solutions. 
However, Marks, (1998) noted a number of obstacles in the use of 
outcome measurement, including the extra administrative burden, poor 
funding, the need for training and the insensitivity of the tools available. 
Lyons et a i, (1997) state that 'without a careful implementation strategy, 
any effort at outcomes measurement.... is unlikely to succeed'. In addition 
there are a number of different variables that could affect client outcomes 
and this may not be a valid measurement of effective supervision 
(Kilminster & Jolly, 2000).These authors also note that the quality of the 
supervisory relationship is the single most important factor for effective 
supervision, in fact more important than the individuals methods used. Yet, 
this is something that is particularly hard to evaluate.
Another way to evaluate supervision is by the use of straightforward 
research design (Milne, 2009). An example of this would be using single 
case multiple baseline designs, where a baseline condition is followed by 
an intervention phase followed by a maintenance or reversal phase. In the 
experimental phase a specific form of supervision could be introduced. If in 
the reversal stage any increases in measure (ie. Satisfaction or client 
outcome) return to their original state then it would be reasonable to 
assume that the manipulation was the reason for this (Milne, 2009)
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It seems there are a number of ways in which we can evaluate supervision; 
however, there appear to be a number of difficulties with each suggestion 
particularly around cause and effect and the different definitions and 
functions of supervision. In fact, Wampold and Holloway (1997) conclude 
that researchers need to simplify the phenomena of supervision to make 
evaluation realistic and feasible.
Consultation
On writing this essay, I have found it interesting is that there appears to be 
far less literature on established ways to evaluate consultation but there 
are studies that have addressed the issues of effectiveness of consultation 
in specific client groups. In order to think about how to evaluate 
consultation I will describe examples from the literature of how other 
authors have done so. In doing this it seems important to provide a small 
level of detail on the consultancy processes that were being evaluated.
Firstly it seems important to think about the previous section on evaluating 
supervision using the EBCS model. Could this model be used be applied to 
consultation given they share some similarities, particularly in the main aim 
of providing quality care to clients. On first glance it seems that it would be 
possible to audit consultations, assess consultée satisfaction and use 
benchmarking as a means of evaluation. I will consider this as I present 
some examples from the literature.
Jones (2005) describes evaluating consultation workshops through periodic 
team reviews and inviting individual feedback. Many participants 
commented that the workshops were not only helpful but enjoyable and a 
safe place to verbalise anxieties. Jones (2005) stated that collective 
evaluation of the consultation workshops declared that it contributed to 
improving the health of individual patients and the health of the families, 
although it is not clear how this was tested. The teams purported that
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workshops helped to broaden their approaches so they could integrate 
physical, psychological and social aspects of the healthcare for complex 
cases. So, it seems that consultée satisfaction and feedback were used here 
and provided helpful evaluative information on the workshops.
If we are considering consultée satisfaction why not think about 
satisfaction of the client or even the carers. From my experience carers 
have little knowledge about consultation and the benefits of working in a 
direct way, so would they benefit from being educating in this area. As 
already noted whilst working in the therapy surgeries parents or carers 
found it very difficult to see the benefit of working in such an indirect way 
and would often verbalise the desire for one to one direct therapy as a 
means to 'cure' any problems and education around the value of 
consultation was crucial. These opinions were vital in the development of 
the therapy surgeries and it seems that such opinions would be useful 
within our clinical practice. Similarly the views of the client are vital and 
gathering their views and opinions about receiving indirect care could also 
help with the evaluative process. In addition, it is crucial to think about 
what the client wants and how much choice they are given over the care 
they receive.
A number of studies have been reported that look at the effectiveness of 
specific consultation clinics. McGarry et oL, (2008) completed a 
randomised control trial of BCA or Treatment As Usual (TAU) over an 18 
month period. Participants completed pre and post measures. They found 
that the BCA was significantly more effective than TAU at 6 months follow 
up and parents reported benefits from a problem focused approach. This 
study utilised the use of outcome benchmarking self report, again 
strategies suggested within the EBCS model.
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Pathy et al., (2008) described a consultation clinic which aimed to offer 
consultation to potential referrers and provide education and support for 
professions already involved and to reduce inappropriate referrals. To 
evaluate the clinics they sent out two different questionnaires: a GP 
evaluation questionnaire and a referrer questionnaire to other 
professionals such as social workers school nurses and community 
paediatricians. They received back 25 of the 50 questionnaires that were 
sent out. Referrers did make some suggestions for change such as 'wanting 
a clearly written plan for follow up and ongoing support', 'summary and 
actions rather than a report of who said what' and a 'way to speed up the 
process of the waiting list'. Furthermore although they valued what they 
received from the clinics, 64% were interested in more direct work and 
only 12% were not. This evaluation seems very useful, it does not actually 
conclude that the clinics were not helpful but perhaps suggests some 
implications for the service around education on the effectiveness of 
consultancy as opposed to one to one therapy. For example, 
Markantonakis and Mathal (1991) showed that referring professionals are 
often poorly aware of the type of services offered by psychiatric clinics and 
consultation is often an excellent way to educate and empower other 
professionals.
Pathy et al., (2008) also hoped that the 12% who preferred the 
consultancy meant they had made a small effect on the number of 
inappropriate referrals and thus making an evaluation around efficiencies 
and economy. They did comment however, that having two different 
questionnaires was a weakness in the study and that in future they would 
use a common questionnaire for all referrers. Despite questionnaires 
being a useful tool they do not answer a number of questions (Cheseldine 
et al., 2005). For example how can you assure advice is taken or that it is 
not misinterpreted or misapplied? Therefore evaluated in such a way
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cannot always guarantee the results are due to consultation (Cheseldine et 
al., 2005).
I have experience of the difficulties of using questionnaires within my 
clinical practice. In order to evaluate how useful the therapy surgeries were 
and how the staff found these surgeries, questionnaires were sent out to 
100 care staff of which only 5 were returned. Therefore one cannot always 
guarantee a response rate that is helpful or meaningful. However, staff 
verbally reported finding the surgeries very helpful, which was useful 
evaluative information.
Reflection may also be a valuable tool for evaluation both in supervision 
and consultation. Bernard and Goodyear (2004) have referred to it as the 
'nucleaus' of supervision. Preedy (2008) describes reflective groups for 
consultation as a safe environment to share questions and uncertainties 
with peers and reflect on dilemmas within the team so to move forwards in 
a direction specific to the team and situation. Preedy (2008) also 
commented that when newly qualified it was helpful to discuss 
consultation within supervisor but in hindsight what might have been 
useful may have been more observations of her consultation skills, thus 
using supervision to evaluate consultation.
As with supervision, audit may also be a useful tool with which to evaluate 
consultation, particularly in times of economic crisis. Information that may 
be useful could be around the number of clients seen, so, providing 
comparative information against the numbers of clients that can be seen 
for one-to-one therapy. In my previous post working in therapy surgeries 
we completed an audit on the number of students that were seen and this 
was a useful tool in advocating for the use of the therapy surgeries.
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Conclusion
In examining supervision and consultation both in content and process it 
seems that they have some distinct differences but yet some clear 
similarities. This picture may be confused further by the fact that 
psychologists may take on both roles. An important note to mention is that 
both procedures should have the client at the centre.
I hope I have identified a number of ways in which supervision and 
consultation can be evaluated; it seems the list is endless. Despite 
identifying such strategies it appears that implementing them in practice 
can be a difficult job but one that is essential in ensuring the client receives 
the best quality care possible.
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CLINICAL DOSSIER
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OVERVIEW OF CLINICAL EXPERIENCE 
Adult Mental Health Placement (October 2009- SeptemberZOlO)
One part of this placement was within a Community Mental Health Team (CMHT) 
and this was spilt across two bases. The other part of the placement was within a 
Specialist Psychology Service (SPS) that predominately offered Cognitive 
Behavioural Therapy (CBT).
I worked with a range of clients within the CM HT. For example, I worked with 
individuals with depression, phobias and anxiety as well as individuals with 
difficulties managing intense emotions. The work I carried out within this service 
was primarily founded in a CBT model. Some pieces of work took an integrative 
format involving aspects of Psychodynamic and Dietetic Behaviour Therapy (DBT). 
I received both individual and group supervision on this part of the placement. I 
also learnt to use supervision to reflect on my practice. I used a number of 
measures to evaluate my work and client progress within this placement. I also 
provided a presentation to a local support group on therapies available for 
depression. I developed risk managing skills on this placement through working 
with an individual who had a history of violent behaviour.
Within the SPS service I co-facilitated an intensive heterogenous CBT group. The 
group ran for 6 weeks, 1 day a week, for 6 hours. I also worked with a number of 
individual cases within this service. For example, I provided a mindfulness based 
intervention for a client with recurrent depression and CBT for individuals with 
Obsessive Compulsive Disorder (CCD). I also completed screening assessments 
and I attended and contributed to team meetings and peer supervision.
Within this placement I also completed two neuropsychology assessments. The 
tests I used included: the WAIS III, the WMS III, the Hayling and Brixton, the 
Rivermead, the Wisconsin Card Sorting test, the Stroop Test and the FAS test.
Learning Disability Placement (October 2010-March 2011)
For this placement I was based in a Community Mental Health and Learning 
Disability Team. I worked with a number of clients with differing difficulties. I 
provided CBT for anxiety that was tailored to the individuals' abilities. I also
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worked with an individual who presented with Borderline Personality Disorder 
(BPD) and a mild learning disability. My work with this person involved using a 
DBT informed intervention adapted for learning disabilities. I also worked 
indirectly with and provided consultation for a number of teams who were having 
difficult managing challenging behaviour. I gained experience conducting 
functional assessments and I developed skills in sensitively giving advice to other 
staff members as well as empowering their abilities. One such case was for an 
individual with both Autism and Schizophrenia.
I completed two cognitive assessments on this placement. My experience 
involved using the WASIIV and the WASI. I also completed an Asperger's 
assessment.
Older Adult Placement (April 2011- October 2011)
I was based in an older adult psychology team. I gained further experience of CBT 
and interventions using a narrative framework. I worked with a number of clients 
with a range of difficulties including anxiety, depression and fear of falling. I learnt 
to further reflect on my abilities and issues of transference within supervision. I 
developed further skills of risk assessment and risk management on this 
placement through reporting a safe guarding issue for a client at risk of financial 
abuse.
I regularly attended team meetings and provided a presentation to the team on 
working with individuals who have a fear of falling. I also completed a number of 
neuropsychology assessments. These were mainly assessments to aid the 
diagnosis decision of Dementia. The tests I used included; the WAIS IV, the Hayling 
and Brixton and the Pyramids and Palm Trees. I also became skilled at sensitively 
feeding back assessment results to the client.
Child and Family Placement (November 2011-September 2012)
This placement was based in a tier 3 Child and Adolescent Mental Health Team. I 
worked with a number of clients on an individual basis primarily using CBT. I 
worked with individuals with anxiety, depression, eating disorders and OCD. I also 
conducted indirect work with parents and provided consultation to schools.
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I worked within a family therapy team for 5 hours per week. Within this work I 
saw a large number of families. This work was based on systemic approaches, for 
example, Narrative Therapy and Non Violent Resistance. I worked with families 
with a variety of difficulties. These included children who were suffering with 
depression or eating disorders as well as children who were self harming and who 
presented with challenging behaviour.
I also co-facilitated a number of parenting Autism groups and provided 
information and advice for parents with children on the Autistic Spectrum. I 
conducted cognitive assessments using the WISCIV on this placement and 
developed skills at feeding back this information to parents, children and schools.
Eating Disorders Placement (November 2011- September 2012)
I conducted my specialist placement within an adult eating disorders team that 
had both outpatient and day patient services. My work involved triage 
assessments, psychological assessment and treatment of individuals with eating 
disorders with varying severity. I worked primarily using a CBT model, enhanced 
for eating disorders. I co-facilitated a motivational enhancement group for the day 
patients program. I also devised an anxiety management group for the program.
I then evaluated this group and developed a manual in order for other therapists 
to continue to deliver the group. I also attended patient reviews regularly and 
discussed my formulations with team members.
I have become confident at managing risk effectively on this placement and am 
aware of the risks that are associated with individuals with eating disorders.
Within the placement I also provided CBT group supervision for non psychologist 
professionals. Examples of the topics I taught about were assessment and 
formulation for body image work, mirror exposure in body image treatment and 
behaviour experiments with individuals with eating disorders.
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Neuropsychological Assessment o f a 60 Year Old 
Woman with Complaints o f Memory Loss
Adult Mental Health Case Report 1
Year 1 
May 2010
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Summary
This case report is a neuropsychological assessment of a 60 year lady with 
concerns over her 'memory loss'. Mrs Peach explained that she had 
recently been having trouble remembering things, like what she had done 
the day before or forgetting where she had left her keys. The situation of 
Mrs Peach's home life appeared significant at the time of assessment. She 
described a 'chaotic' home life where she shared her two bedroom house 
with her son, his wife and their child.
A literature review was presented around memory loss, paying particular 
attention to the characteristics of Alzheimer's Disease and the impact of 
stress on memory. After information gathering from the client and 
considering literature around memory loss, I hypothesised that Mrs 
Peachs' presenting problems were due to stress.
Formal assessments were done using the WAIS, WMS and Hayling and 
Brixton. The results of these tests showed no cognitive or memory 
impairment and no deficit in executive functioning. This supported the 
hypothesis that Mrs Peach was experiencing difficulties remembering 
things because of the recent stresses in her life.
It was recommended to that Mrs Peach that she ensured she had more 
structure and routine in her day. The benefits of exercise were also 
discussed with Mrs Peach. She was relieved by the results of the 
assessment and positively affirmed that her life had become stressful.
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An Integrative Approach to Working with an 
Older Woman Referred fo r Vomit Phobia but also 
Presenting with Unresolved Grief and Anxiety
Adult Mental Health Case Report 2
Year 1 
August 2010
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Summary
This case report is a depiction of the work carried about with an older lady 
suffering from Emetophobia (vomit phobia) but also presenting with 
unresolved grief and anxiety. Mrs Wilkinson described having a fear of 
vomiting herself and of others vomiting around her. She believed this 
phobia was born out of her early childhood experiences.
Before the assessment Mrs Wilkinson was unaware of the grief she was 
carrying from the 'loss' of her husband. She also appeared to be 'stuck' in 
the 'subjugation lifetrap' since she would always put the needs of others 
before her own and she appeared to have a need to please everyone.
The intervention was integrative in approach and began with 'working 
through the pain' of losing her husband and allowing Mrs Wilkinson to get 
in touch with her emotions. The work also involved educating Mrs 
Wilkinson about 'lifetraps' and developing strategies for coping in difficult 
situations.
We tackled the vomit phobia by using graded exposure and did so once the 
therapeutic relationship and trust had been developed. Mrs Wilkinson 
improved on both the outcome measures used and achieved her goals 
which included going out to a restaurant.
This intervention allowed me to develop my skills of working as an 
integrative practitioner and the success of this intervention was in part 
derived from the person-centred approach.
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A Cognitive Behavioural Therapy Intervention 
using Aspects o f Dialectical Behavioural Therapy 
with a Middle Aged Man who had a M ild  
Learning Disability and was Having Difficulty 
Managing Intense Emotions.
Learning Disabilities Case Report
Year 2 
April 2011
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Summary
This case report presents the work that I did with a middle aged man who 
had a mild learning disability and was having difficulties with managing 
intense emotions. M r Jackson would cut his face as a way of managing his 
emotions or he would get into arguments with the staff at his residential 
home when he found his emotions over powering.
We discussed how M r Jackson's difficulties with emotional regulation could 
have been born out of an invalidating environment whilst growing up, 
coupled with a biological vulnerability. M r Jackson described having a 
longing to be loved and therefore his difficulties appeared to be being 
maintained, in part, by the interaction he received from staff following an 
incident of self-harm.
The intervention was based on a CBT approach drawing on aspects of DBT. 
Of particular importance in this intervention was the balance between 
validation and understanding of the development of M r Jacksons' 
difficulties along with a drive for change. The intervention also included 
consultation with the staff in M r Jacksons home and the development of 
guidelines to help them in the management of his care.
M r Jacksons' scores on both the outcome measures used improved and 
there was a significant reduction in the incidents of self-harm with no 
incidents in the last six weeks of therapy.
This intervention allowed me to develop my knowledge about and skills of 
using aspects of DBT and how to be creative around the needs of the 
individual.
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A Cognitive Behavioural Therapy Intervention 
with Aspects of Schema Focussed Therapy with a 
Pregnant Young Woman with an Eating Disorder
Specialist Case Report
Year 3 
May 2012
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Summary
This case report presents the work that I did with a young woman with an 
eating disorder who became pregnant during the intervention. Miss Jones 
had an intense fear of fatness and an overvaluation of shape, weight and 
food. Miss Jones had begun to severely restrict her food intake and 
frequently weigh herself following the birth of her son. At the point of 
assessment her BMI was in the normal range.
We discussed how Miss Jones' 'obsessions' with her weight may have been 
born out of teasing from her family and how her current difficulties 
appeared to have been triggered by an unfavourable comparison to a new 
friend. The frequency of Miss Jones' weighings appeared to be maintaining 
her difficulties as whatever she saw on the scales reinforced the 
importance of weight and shape. The intervention was based on CBT for 
Eating Disorders but drawing on traditional CBT and schema focussed 
therapy.
Miss Jones became pregnant during the intervention and we explored this 
as a 'holiday' from her eating disorder. Miss Jones did report some relief 
from her eating disorder due to her pregnancy. For example, she was able 
to increase her food intake. However, her worries about weight remained 
far more intense than during her first pregnancy.
Miss Jones' scores on the Stirling Eating Disorder Scales improved following 
the intervention. However, it was extremely difficult to assess whether 
improvements to her difficulties were due to the intervention or her 
pregnancy.
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7 Could Actually be a Psychologist!!!!': 
Developing Skills In Narrative Therapy
Older Adults Oral Presentation of Clinical Activity
October 2011 
Year 3
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Summary
For the oral case report I presented part of my work with an older woman 
in her 70s who was suffering with low mood. Mrs Brooms back ground 
history was very significant. She reported that her father was extremely 
physically abusive to her and she experienced her mother as unloving.
Later in life her husband was unfaithful, thus feeding a theme of being 
unloveable. She also lost one of her children through illness when they 
were 24.
Due to her past experiences Mrs Broom found it difficult to trust people. 
Therefore building the therapeutic relationship was crucial. I developed my 
engagement skills through working with Mrs Broom and awareness of the 
therapeutic relationship throughout treatment. Importantly, I also used her 
assessment letter as a therapeutic tool and as I result Mrs Broom stated 
that she 'had never felt so heard'. This was also important for my 
development as previously report writing was one of my learning needs. 
However, on this placement my supervisor noted them as a strength.
I was conscious of difference and diversity when working with this Mrs 
Broom. I wondered whether our difference in age would affect the 
relationship, particularly given her past experiences and my lack of 
experiences in comparison. However, I discussed this in supervision and I 
also felt genuine empathy for her, which I believe was invaluable in 
building a positive relationship.
The focus of my presentation was on 'using a new model' as the 
intervention was based on a Narrative perspective, which was a model I 
had not used before. We worked at re-writing Mrs Brooms life story and 
she managed to identify inconsistencies in the themes she had developed 
about herself, such as 'being unsuccessful'. This enabled me to learn a new 
way of working and develop my skills as an integrative practitioner. The
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lack of structure of this therapy compared to CBT, a therapy I felt more 
confident with, felt scary to me at first. In light of this I spent time in 
supervision reflecting on my confidence.
Mrs Broom commented that our sessions were extremely helpful and she 
felt she was more confident. In addition outcome measures showed an 
improvement in her depression and anxiety scores. I chose this client to 
present as I believe that this intervention depicted a number of skills of 
mine that had developed over the course of this placement. I also 
remember having the revelation that 'I could actually be a psychologist'. In 
addition, as already mentioned I was also able to reflect on myself as a 
practitioner and my work with this client during supervision, and this has 
given me a true appreciation of the power of being a reflective 
practitioner.
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RESEARCH DOSSIER
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RESEARCH LOG
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information 
technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research 
methods
/
4 Formulating specific research questions V
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7 Considering issues related to ethical practice in research, including 
issues of
diversity, and structuring plans accordingly
/
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants /
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
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22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals 
or edited book
30 Applying research findings to clinical practice y
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Does Working in an eating disorder service have 
an Impact on therapist body Image?
Group Qualitative Research Project
Year 1 
June 2010
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ABSTRACT
Background
Body image disturbance is central to the diagnosis of eating disorders and one of 
the most challenging symptoms to treat. However, concerns over body image are 
common among the majority of women in modern society (Main and Kelly, 2005). 
Costin (2009) suggests that working in eating disorders can cause personal 
consequences to some therapists. Even with no history of an eating disorder 
therapists may begin to scrutinise and criticise their own body, weight and eating 
habits. However, no research had formally investigated the personal impact of 
working with people with eating disorders on the therapist's own body image.
Objective
To investigate the impact of working with a client with an eating disorder on the 
therapists body image.
Method
Five trainee clinical psychologists who had worked with at least one client with an 
eating disorder took part in the study. Participants were interviewed using a semi­
structured interview schedule. Interview transcripts were analysed using 
Interpretative Phenomenological Analysis (IPA; Smith et a i, 1999).
Results
Three superordinate themes emerged; comparisons made between the therapist 
and client; increased awareness about self, others and eating disorders generally; 
and behavioural change experienced by the therapist.
Conclusion
This study demonstrates that working with clients with eating disorders can have 
personal impact on the therapist. It highlights the importance of self-reflexivity 
and allowing adequate space for reflection in relation to the personal impact of 
this work.
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A service evaluation o f the usefulness o f 
summary letters from a CBT based group: The 
service user perspective
Service Related Research Project
Year 1 
July 2010
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ABSTRACT
Aims
The aim of this service evaluation was to identify the usefulness of summary 
letters from a 'Mind over Mood' (MOM) Cognitive Behavioural Therapy (CBT) 
group for service users.
Participants
There were 40 service users identified to be involved in the evaluation of which 10 
returned the questionnaires.
Procedures
Service users were asked to fill out and return a short questionnaire about their 
opinion of the summary letter they received after attending the MOM group. This 
questionnaire used Likert rating scales, as well as closed and open ended 
questions.
Analysis
The questionnaires were analysed with descriptive statistics for the closed 
questions and thematic analysis for the open ended questions.
Results
All the sections were rated as 'useful' or 'very useful' by at least 60% of 
respondents and 75% of respondents rated that the letter should be three or 
more pages in length. Thematic analysis identified two major themes; letter as a 
reminder and the level of detail.
Conclusion
Overall there were was not a definite section that was the most or least useful 
part of the summary letters. It seems that the letters were valuable amongst 
service users as they made them feel heard and were a helpful reminder of the 
information learnt during their time in the group.
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INTRODUCTION
For a long time writing letters to general practitioners has been established 
as a fundamental part of routine psychiatric care. However, writing letters 
to patients is less traditional and does not occur consistently in psychiatric 
practice (O'Keefe &Berk, 2009). These authors stated that 'writing to the 
patient, when done well, fosters a more knowledgeable, empowered and 
respected population for psychiatrists to serve in the provision of quality 
health care' (O'Keefe & Berk, 2009, p.315). It is also suggested that writing 
letters to patients should be used routinely within care not just in specific 
therapy models. O'Keefe and Berk (2009) also pointed out that clinicians 
must pay great attention to what information is appropriate to send in a 
letter.
Written communication is vital within a health service setting and it has 
been suggested that it 'often carries a greater sense of significance and 
may be associated with more attention, and perhaps clarity, than spoken 
communication' (Restifo, 2009, p.124). Additionally, Restifo (2009) also 
states that writing a letter to the patient or giving them a copy of a report 
written to another clinician, may be a useful addition to therapy 
particularly as this gives the recipient a chance to read, re-read and reflect 
upon, perhaps at times when they may be less anxious.
There have been a number of studies of patients' views of letters sent to 
them in mental health settings (Asch, et oL, 1991; Humfress & Schmidt, 
1997; Price & Asch, 1990 and Thomas, 1998). Asch et oL, (1991) and Price 
and Asch (1990) gave new psychiatric outpatients summaries of their initial 
consultation. The patients who received the summaries were more 
'satisfied' than a control group who did not receive a summary. Similarly 
Humphreys and Schmidt (1997) sent clients personalised summary letters 
detailing problems, life story, diagnosis and treatment which replaced the
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standard letter to the referring doctor while a control group received only 
a standard assessment with no summary letter. The majority of the clients 
who received a summary letter described being very pleased with it. The 
clients commented that it seemed personal, made them feel listened too 
and understood and it acted as a point of reference. Additionally, 18 out of 
28 clients in the control group stated that they would have liked to have 
received a summary letter. The experimenters also reported a trend for the 
experimental group to be more satisfied with their consultation overall 
than the controls. Humphreys and Schmidt (1997) concluded that it is 
'feasible' to share clinical information with clients and that this may 
positively affect patients views of consultation. A similar trend was also 
found by Thomas (1998) who noted that long-term psychiatric outpatients 
were also generally highly satisfied with letters written to them.
In April 2004, copying patients into letters that are sent between health 
professionals in the UK National Health Service became a national 
requirement. Within the service that I work, detailed summary letters are 
routinely sent to clients at the end of an intensive Group Cognitive 
Behaviour Therapy (CBT) program. This group is heterogeneous in that 
clients have a varied range of presenting problems. The theoretical basis 
for the group was based on the 'Mind Over Mood' (M O M ) CBT Manual 
(Greenberger & Padesky, 1995) which utilises CBT principles such as goal 
setting, identifying beliefs, behavioural practice and relaxation. The 
summary letters were viewed as an important addition to the group as 
they are an aid to consolidate an individual's time in the group. The format 
of the letters made them very time consuming to compose and it was not 
known how useful service users actually found these letters.
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Aims
The aim of this evaluation was to identify the usefulness of the summary 
letters that were sent to service users. The study also aimed to identify an 
ideal length for the summary letters.
The objectives of this evaluation were to identify if the letters needed 
adapting in any way in light of service users views, and to ensure that time 
is used as effectively as possible within the service when writing the 
summary letters.
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METHOD
Participants
Participants were all clients at an adult outpatient psychology service and 
they were selected if they had taken part in the group described above. 
Each programme consists of 6 weekly 5 hour sessions and groups consisted 
of between 4 to 8 people. Once the intensive programme finished clients 
could attend six weekly booster sessions for up to two years. There were 
40 clients who were still attending the booster sessions and ten of these 
responded to the study.
Measure
A questionnaire was designed to explore the usefulness of the summary 
letters (see appendix 1). The questionnaire had clear instructions to  
minimise difficulties in deciphering the questions. There were seven 
sections to the questionnaire with some closed and some open ended 
questions. The first set of items on the questionnaire used a 4 point Likert 
scale asking respondents to rate how useful they found the different 
sections of the summary letters; introduction to M O M , group, attendance, 
description of booster session, presentation, background history, 
presenting difficulties using 5 part model, goal planning, thought records, 
life traps, psychometric evaluation, summary and formulation and future 
recommendations. The four points on the scale were 'not useful, 
somewhat useful, useful and very useful'.
Section two of the questionnaire asked respondents to note if they found 
any sections of the letters too long. Respondents could indicate this by 
circling any of the above sections. Section three followed the same 
structure but respondents were asked to circle any of the sections they 
thought were too short. Section four was an open ended question asking 
'which sections of the summary letter did you find most useful?' and
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'why?' The following section used the same format but asked respondents 
'which sections of the letter did you find least useful?' Section six asked 
respondents what their preferred length of the letter should be. 
Respondents could choose one of the following options; less than a page, 
1-2 pages, 2-3 pages, 3-4 pages, 4-5 pages or 5+ pages . The final section of 
the questionnaire aloud respondents to write about any other comments 
they had concerning the summary letters.
Procedure
The design was a cross sectional evaluation. Once each group finished the 
service users were sent a detailed summary letter of their time within the 
group. Questionnaires were sent to the 40 service users who had attended 
the groups. An information sheet was included within the pack explaining 
the purpose of the questionnaires (see appendix 2). Service users had the 
choice to respond and therefore participation was voluntary.
Confidentiality and anonymity was emphasised within the information 
sheet. Initially there were six questionnaires returned. Due to this low 
response rate reminder letters (see appendix 3) were sent to those who 
had not returned their questionnaire. A verbal reminder was also given 
within a recent booster group. An additional four questionnaires were 
then returned.
108
Analysis
The questionnaires were analysed by inputting the data from the closed 
ended questions into SPSS and then descriptive statistics were used to 
calculate percentages. The open ended questions were analysed by 
thematic analysis. The data were familiarised by reading and re-reading 
then initially coding any significant features. These codes were then 
scrutinised and themes were developed (Braun and Clarke, 2005).
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RESULTS
Usefulness
When looking at the individual sections of the letters figure 1 shows that 
80% of respondents rated the presenting difficulties section as either 
useful or very useful however, 20% did not leave a response for this 
section. The recommendations and the background history sections were 
also rated as either useful or very useful by 80 % of respondents whilst 70% 
of respondents rated the attendance, description of booster, presentation, 
thoughts records, life traps and summary and formulation sections as 
either useful or very useful. The intro to MOM, goal planning, and 
psychometric sections were rated at 'useful' or 'very useful' by 60% of 
respondents. No section was rated only as 'not useful'.
.. I IIM im I   js J H I   , m s o m e w h a t usefu l
^  ^
^ ■  v e ry  usefu l
L e tte r subsection
i N o t use fu l 
s o m e w h a t usefu l 
use fu l 
v e ry  usefu l
Le tte r subsection
Figure 1: Graphs showing how  respondents ra ted  the d iffe ren t sections o f  the sum m ary  
le tters
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Table 1 shows the sections respondents rated as most and least useful and 
also the sections that were noted as either too long or two short. Thought 
records and life traps were rated by three respondents as the most useful. 
However life traps was also rated as the least useful by two respondents.
Table 1; Table showing the  sections o f the letters respondents rated as most useful/least 
useful and too  long/too  short
Most
Useful
Least
Useful
Too long Too short
Intro to mom 0 0 0 0
Attendance 0 1 0 0
Description of booster 0 0 0 1
Presentation 0 0 0 0
Background history 2 0 0 0
Presenting difficulties 0 0 0 2
Goal planning 2 0 0 2
Thought record 3 0 0 0
Life traps 3 2 1 1
Psychometric Evaluation 0 1 0 2
Summary and formulation 1 0 0 1
Future recommendations 1 0 0 2
Length
Life traps was described as 'too long' by only one respondent. No other 
sections were labelled as too long (see table 1). Psychometric evaluation 
was labelled as too short by two respondents and one of those 
respondents noted that 'it was not helpful talking about measurement 
tests without saying what to do with them'. Figure 2 shows that 3 out 10 
(30%) of respondents stated that they think the letters should be between 
three and four pages in length. No respondents rated that the letters
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should be either less than a page or 1-2 pages in length. Two respondents 
did not rate the optimum length question and said that 'they should be as 
long as necessary'.
35
30
25
20
15
10
5
0
Less than a 1-2 pages 2-3 pages 3-4 pages 4-5 pages 5+pages 
page
pre fe rred  length
Figure 2: Graph showing the preferred length o f  letters
Thematic Analysis
The open-ended questions of the questionnaire can be grouped into two 
major themes; reminder and detail.
Reminder
Many of the respondents drew on the importance the letter had for them 
in terms of it acting as a reminder. This theme can be broken into two sub 
themes; skills and motivation.
Skills
It seems that the letter acted as a valuable tool in that it was viewed as a 
useful reminder of the skills that the group members had learnt, 'I feel I 
have been given valuable tools to help myself and the letter reminds me of 
the skills and knowledge I learnt'. Another respondent commented 'it was
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useful as I remembered the things that I had learnt and I could hove slipped 
back into that black hole'.
M otivation
Under the theme of reminder is the sub theme of motivation. As the letter 
came after the group had finished it allowed members to reflect on the 
skills and information they had learnt in the group and act on them: 
'Receiving the letter jogged my memory and instead o f sitting around 
getting depressed it made me tell myself to get on with it'. Another 
respondent wrote 'Overall it was very useful as a succinct summary fo r
future reference which helped me continue with what I had learned'.
Also within this subtheme a respondent commented that the reading of 
their progress acted as a motivator; To read my progress from start to end 
was very positive and motivating'.
Detail
Another major theme derived from the analysis of the questionnaires was 
the theme of detail. The level of detail within the summary letters was 
commented on by the majority of respondents. This theme can be broken 
into the subthemes of validation, consolidating understanding and 
inaccuracies.
Validation
On a very positive note a strong sub theme that emerged from the amount 
of detail was that groups members were really shocked by the amount of 
information that had been noted about them and this was very validating ; 
"The level o f detail recorded surprised me-it made me very respectful o f the 
staff and I fe lt heard'. Additionally another member felt validated despite
being part of a group 7 would like to thank  as they clearly captured and
understood a lot o f information and provided tailored individual feedback 
even though I was part of a group'.
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Consolidates Understanding
The amount of detail within the letters was also commented on in that 
group respondents sometimes thought that when they left they group they 
were not clear on everything that they had learned. However, the detail 
within the letters consolidated understanding for a number of issues 
'Some of the things like thought records I didn't understand but the letter 
helped me understand it more'. Another respondent stated 'being able to 
see everything written down and re read it helped me understand it all'.
Inaccuracies
Under the theme of detail is the sub theme of inaccuracies. A number of 
respondents noted that they had a few inaccuracies within their summary 
letters, however they also recognised that considering the amount of 
information that is passed around in the group it is unsurprising that some 
inaccuracies were made: 'The letter was inaccurate in a few  places in the 
background history. This is probably because it's difficult to make sense of 
lots of information being presented in a very emotional way'.
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DISCUSSION
The results of this evaluation suggest that the summary letters are viewed 
as important and useful by service users as all the sections were rated as 
'useful' or 'very useful' by at least 60% of respondents. However there did 
not seem to be a definite section labelled as either the most or the least 
useful. Additionally, the optimum length of the letter as suggested by 75% 
of respondents should be at least 3 pages in length.
The thematic analysis of the open ended questions identified two 
important themes; reminder and detail. These themes can overall be 
viewed very positively in particular the subtheme of validation as this 
allowed for groups members to feel heard which Leahy (2007) notes as the 
most important part of therapy in order to elicit change. Additionally, the 
theme 'reminder' notes that the letters are a useful reminder of the skills 
learnt and they act as motivator for group members. This fits with the 
notions of Restifo (2009) who notes that written communication can work 
as an additional therapy tool. Overall it seems the letters are viewed 
positively which mirrors previous studies looking at the service users views 
of summary letters (Asch, et ol., 1991; Humfress & Schmidt, 1997; Price & 
Asch, 1990 and Thomas, 1998)
Strengths and Limitations
The first limitation of the evaluation centres around the number of 
questionnaires that were returned as this resulted in a very small sample 
size. Therefore this does limit the generalisation of the findings. Notably, it 
is possible that those who returned their letters may have been more 
engaged in the treatment and found the treatment more beneficial and 
this may have influenced firstly their decision to respond and secondly how 
positive their responses were. Another limitation was that some of the 
respondents finished the group a number of months before the
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questionnaires were sent. Therefore this time lapse for may have affected 
some respondents ability to answer the questions as their experiences may 
have been up to two years ago. In fact one participant stated 'the 
evaluation of the letter is so long after receiving the letter that it was 
difficult matching this questionnaire with the letter'.
Another limitation is that questionnaires do not allow for respondents to 
ask for help if they do not fully understand or for the research to probe 
responses (Walonick, 1997). Some respondents in this evaluation left 
sections blank and so it may have been that respondents did not know how 
to answer the questions and did not have the opportunity to ask for help. 
However, this methodology may be less affected by demand characteristics 
than perhaps conducting interviews. Furthermore using questionnaires is 
far less time consuming. An additional limitation of using questionnaires as 
a research tool is that because they are structured instruments they can 
only provide limited information and they allow little flexibility to the 
response format and so they may lose the flavour of responses (Walonick, 
1997). But by using sections for comments the researcher can, in part, 
overcome this disadvantage. Comments are said to be among the most 
helpful of all the information in a questionnaire as they provide insightful 
information that would have otherwise been lost (Walonick, 1997). In light 
of this it seems that the open ended questions were a useful addition to 
the closed questions.
Service-related Implications
Due to the amount of detail put into the letters they do take up a great 
amount of the therapist's time in writing. However this evaluation does 
show that actually it is this detail that the group members find very helpful, 
in fact it may be suggested that the letters pose as an additional therapy 
tool.
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A common point was that some respondents found some inaccuracies in 
their letters. It may be helpful to provide a section at the end of the letters 
offering people to get in touch if they have found any inaccuracies and 
would like them amended.
It is important to remember who the reader of any letter is. In this case it 
was service users, however currently the letters are also sent to the 
clinician who referred the service user to the group. Therefore, these 
results should be considered alongside another evaluation that is being 
carried out which will look at the referrer's views of the summary letters 
before finalising how best to adapt the letters.
Conclusions
Despite some sections being deemed as more useful than others by some 
respondents, there does not seem to be a clear section that is most or least 
useful, but, what is clear and what seems the most important finding from  
this evaluation is that the letters act as a key part of the group therapy 
programme by making service users feel heard.
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APPENDICES
Appendix 1: Questionnaire
QUESTIONNAIRE LOOKING AT THE USEFULNESS OF THE
'MIND OVER MOOD’ CLINICAL LETTERS
Using the sample letter and considering letters you have received from the 'Mind 
over Mood’ group regarding your clients, please circle the option that best applies 
for each section. This questionnaire should aim to about 10-15 minutes to 
complete. Thank you very much for your co-operation.
1) How useful do you find the following information:
a) Introduction to the MOM Group Not useful Somewhat useful Useful Very useful
b) Attendance Not useful Somewhat useful Useful Very useful
c) Description of booster sessions Not useful Somewhat useful Useful Very useful
d) Presentation Not useful Somewhat useful Useful Very useful
e) Background History Not useful Somewhat useful Useful Very useful
f) Presenting difficulties using 
the 5 part CBT model Not useful Somewhat useful Useful Very useful
g) Goal Planning Work Not useful Somewhat useful Useful Very useful
h) Exampie of working through 
a thought record Not useful Somewhat useful Useful Very useful
i) Lifetraps Not useful Somewhat useful Useful Very useful
j) Psychometric evaiuation Not useful Somewhat useful Useful Very useful
k) Summary & formuiation Not useful Somewhat useful Useful Very useful
i) Future recommendations Not useful Somewhat useful Useful Very useful
2) Are there anv sections vou would consider too LONG in length? (please circle 
all that apply)
Intro to the M O M  group 
Presentation 
Goal planning work 
Psychometric evaluation
Attendance 
Background History 
Thought record work
Boosters Info 
Presenting difficulties 
Lifetraps
Summary & formulation Recommendations
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3) Are there anv sections vou would consider too SHORT in length? (please circle 
all that apply)
Intro to the MOM group Attendance Boosters Info
Presentation Background History Presenting difficulties
Goal planning work Thought record work Lifetraps
Psychometric evaluation Summary & formulation Recommendations
4) Which information was the most useful?
Whv?
5) Which information was the least useful?
Whv?
6) How long in length do vou think the 'Mind over Mood’ letters should be ideally?
Less than a page 1-2 pages 2-2 pages 3-4 pages 4-5 pages 
5+ pages
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7) Are there anv other comments vou have about the ‘Mind over Mood’ letters?
Thank you very much for your time and co-operation.
Please return in the self-addressed stamped envelope provided.
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Appendix 2: information Sheet
Information sheet
Mind Over Mood Group
You have been sent this information because you attended the 'mind over mood' 
group at the Specialist Psychology Service. After the group ended you were sent a 
letter providing details of the group. We send these letters as we hope that they 
provide a useful summary of your time in the group.
This envelope contains a questionnaire about the letter you received. It is very 
important to us that you let us know what you think of the letters because we 
want to provide the best possible service to you. The questionnaire helps us to 
find out your opinion of the letters as part of an evaluation of the psychology 
service. Another reason why it is important is because we hope the letters are a 
helpful reminder of the skills you learnt in the group. We need to understand 
which parts of the letters are useful and which are not so useful so that they are 
meaningful to you personally.
Please could you complete the enclosed questionnaire and send it back to us in 
the envelope provided. All information from the questionnaires will remain 
confidential and will be completely anonymous.
Thank you. Your help is much appreciated.
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Appendix 3: Reminder ietter
Mind Over Mood Group Questionnaires
You were recently sent a questionnaire about the letter you received following 
the 'mind over mood' group that you attended. We send these letters as we hope 
that they provide a useful summary of your time in the group.
It is very important to us that you let us know what you think of the letters 
because we want to provide the best possible service to you. The questionnaire 
helps us to find out your opinion of the letters as part of an evaluation of the 
psychology service. Another reason why it is important is because we hope the 
letters are a helpful reminder of the skills you learnt in the group. We need to 
understand which parts of the letters are useful and which are not so useful so 
that they are meaningful to you personally.
If you have sent your questionnaire back to us then thank you and please ignore 
this letter. If you have not returned your questionnaire it would be very helpful if 
you could do so.
Thank you. Your help is much appreciated.
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Appendix 4: Evidence of feedback
20.09.10
Dear Heidi,
Thank you for presenting your SRRP findings at the CPD seminar on 
11.08.10. The feedback from my colleagues who attended was positive and I 
hope you found it a useful learning experience.
Yours sincerely
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ABSTRACT
Background: Previous studies suggest there is a relationship between shame 
and anger but findings are somewhat inconsistent. Research on self compassion is 
still in its infancy but it has been suggested to be a protective factor for a number 
of psychopathologies.
Objective: The primary objective of this study was to assess the relationship 
between shame and anger in an adolescent sample and whether self compassion 
was a moderator in this relationship. The study also aimed to further distinguish 
between self compassion and self esteem by considering the former's relationship 
to anger when controlling for the benefits of self esteem.
Method: The study adopted a quantitative, cross-sectional survey design. The 
sample consisted of 145 young people aged between 14 and 17 years old. 
Participants completed measures of shame, self compassion, anger, depression 
and self esteem. Analysis was conducted using multiple regression.
Results: The analysis revealed that shame was a significant predictor of trait 
anger and anger expression when controlling for self esteem and depression. Self 
compassion was not found to be a moderator of the relationship between shame 
and trait anger. Finally self compassion predicted unique variance in trait anger 
when controlling for self esteem.
Discussion: Findings demonstrate an association between shame and anger that 
could be explained by theories that suggest the painful experience of shame leads 
to anger (Lewis, 1971). Self compassion was found to be highly correlated with 
shame which may explain the non significant moderator finding. Self compassion 
appears to better predict lower levels of anger possibly due to its non evaluative 
nature. This study is limited by its methodology as casual assumptions cannot be 
inferred.
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CHAPTER ONE: INTRODUCTION
1.1. Overview
Theory surrounding shame dates back a number of decades and has 
become the interest of many researchers over the last 20 years, yet 
research regarding shame is far less extensive than research into the basic 
emotions such as fear, joy and sadness. Research into shame has linked the 
emotion to a number of different psychopathologies. One relationship that 
has been of interest to theorists and researchers is the relationship 
between shame and anger. H. Lewis (1971) was the first to notice, in her 
clinical practice, that anger frequently followed shame. She states that 
anger may be a defence against the pain of shame. There has since been a 
growing body of evidence suggesting a positive correlation between shame 
and anger. However, there are inconsistencies within the literature with 
regards the different types of anger expression that are related to shame. 
The majority of research into this relationship has been conducted on adult 
samples^ Adolescence is a time where self evaluation increases (Reimer, 
1996) as does competition and comparisons with peers (Gilbert & Irons, 
2009) which may lead to higher levels of shame. As adolescence may be 
highly prone to shame they may also be at risk of its negative emotional 
impact such as higher levels of anger (Thomaes, et al., 2011), but further 
research is needed to explore this. Understanding the relationship between 
shame and anger in adolescent may help professionals to understand 
adolescent anger and develop suitable programs for its management
Research into shame and anger has also focused mainly on the relationship 
using correlations and has not considered whether other factors may play a
 ^A systematic literature review  was carried out and the results of this dem onstrated  
inconsistencies and a lack of literature regarding shame and anger in young people. 
Databases used w ere PsychlNFO and Psychology and Behavioural Science Collection.
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role in the relationship. Understanding whether any factors could play a 
protective role in the relationship could be invaluable for the development 
of psychological interventions. This research questions whether the self 
compassion could serve such a role. Self compassion is a relatively new 
concept within the Western world and the theoretical and empirical 
literature surrounding it is limited. Self compassion is said to involve an 
ability to show oneself kindness (Neff, 2003a) and self soothing (Gilbert, 
2005). It is different from self esteem as it does not involve any evaluation 
of the self (Neff, 2003b). Self compassion is said to provide a protective 
role against mental health difficulties and research on self compassion has 
linked it to lower levels of negative affect including, depression, anxiety 
and anger (eg. Neff, 2003a).
This research aims to investigate the relationship between shame and 
anger in adolescence and develop further understanding of this 
relationship by considering a potential moderating role of self compassion. 
That is, if individuals who are high in self compassion are better able to 
show themselves kindness and self soothing they may be better able to 
defend against the pain associated with shame, which may then impact of 
anger levels. A final objective is to investigate whether self compassion 
predicts variance in anger when accounting for self esteem. This is 
important as many schools employ self esteem programs which are often 
found to be ineffective (Baumeister et al., 2003). Understanding the 
benefits of self compassion in adolescence could provide developments for 
programms aimed at increasing wellbeing in adolescents.
The introduction to this paper aims to establish the context for this piece 
of research. The first part of this chapter outlines the literature on shame 
as an emotion and explores some of the definitional issues relating to 
shame including the complex relationship between shame and guilt. The 
introduction then goes on to explore research and theory considering the
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relationship between shame and anger, and aims to highlight the gap in 
this area with regards to adolescence.
The last part of the introduction focuses on the notion of self compassion.
It considers definitions for self compassion and how it compares to self 
esteem. This is followed by the current research into self compassion, 
which considers it as a protective factor for a number of 
psychopathologies. The introduction then demonstrates the lack of 
research focussing on self compassion in young people. The chapter 
finishes with a rationale for the current piece of research and the 
hypotheses of this study
1.2. Shame
1.2.1. What is Shame?
Shame is a human emotion that is said to be part of a family of emotions 
called the self conscious emotions. Also within this group are the emotions 
guilt, pride and embarrassment (Tangney & Bearing, 2002). Self conscious 
emotions are said to play a central role in motivating and regulating almost 
all of what people think, feel and how they behave (Fischer & Tangney,
1995). The self conscious emotions are evoked by self reflection and self 
evaluation, for example, when someone evaluates a part of themselves 
negatively (Tangney & Fischer, 1995).
Shame has been described as an intense and negative emotion, which 
results from people seeing themselves as flawed (Gilbert, 1998). Gilbert 
further conceptualises shame as internal or external shame. Internal shame 
refers to negative self evaluation resulting from negative internal 
judgements about the self, whereas external shame results from the belief 
that one is viewed negatively by others. Such experiences are unwanted, 
painful and difficult to control and may lead an individual to develop a
136
sense of total worthlessness (H.Lewis, 1971; Tangney & Bearing, 2002). 
However, defining shame is not as straightforward as it may seem.
One difficulty with defining and understanding shame comes from the 
different ways in which it is referred to within the literature. Bifferent 
conceptualisations of shame have been used including shame proneness, 
global shame, chronic shame and state shame. Shame proneness refers to 
a person's disposition to experience shame and the degree to which a 
person is likely to experience shame in a number of situations (Tangney & 
Bearing, 2002). Global shame is used to refer to individuals who frequently 
feel shame regardless of situational cues (Andrews, 1998). Chronic shame 
is said to occur when a person feels shame about a particular personal 
characteristic or behaviour (Gilbert, 1998). Finally, state shame is said to be 
the 'in the moment' shame (Turner, 1998).
Gilbert (1998) also notes that further difficulties arise when defining shame 
given that a variety of shame theories exist that are rooted in different 
schools of psychological thought; from early psychoanalytic writings to 
more recent cognitive perspectives. Psychoanalytic perspectives have 
focused on shame and its latent content and hidden causes (Reimer, 1996). 
Psychoanalysts who have written about shame have fallen into two camps. 
The first being the earlier psychoanalytic approaches to shame that suggest 
that shame occurs through discrepancies between the ideal and actual self 
(Piers and Singer, 1953). Shame from this point of view is the response to 
failure to approximate the ideal self.
The second approach to shame comes from an object relations 
perspective. Object relations hold that social relationships are a basic 
biological need (Greenberg & Mitchell, 1983) and emotions related to 
social relationships are said to be fundamental to development. The main 
contributions to understanding shame from an object relations perspective
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corne from Nathanson (1987), Kauffman (1989) and Schore (1994). Such 
theorists consider shame to be an attachment emotion that occurs when 
the relational bond is broken. Nathanson (1987) posited that shame alerts 
an individual to behaviours or attributes that could cause rejection from 
others and thus motivates changes to prevent the rejection. From such 
perspectives, it is suggested that shame can occur from birth. However, 
there was a lack of empirical support for such notions and thus these ideas 
began to be questioned.
H. Lewis (1971) has been extremely influential on the writings of shame. 
She echoes some of the aspects described above, however, her theory is 
different in that there is a focus on self evaluation in the 'loss of love' (H. 
Lewis, 1987) meaning that rejection by a loved one is a shame- inducing 
experience because it is perceived as a rejection of the self. H. Lewis (1971) 
stated that shame involves negative feelings about the self which are very 
painful. Because of this pain, she argued that shame is often 'by passed'. 
Individuals may defend against shame in a number of ways; by suffering 
memory loss or by substituting other emotions that are more tolerable to 
the self such as guilt, sadness or humiliated rage/fury (H.Lewis, 1971). H. 
Lewis' theories on shame were born out of her discoveries from her clinical 
work and therefore represent real life experiences of shame. Yet because 
of this her theories also run the risk of pathologising shame. However, 
there is increasing evidence to support Lewis' theories on shame, in 
particular the notion of shame being a painful emotion, in non clinical 
samples exploring everyday experiences of shame (eg. Tangney 1992; 
Wicker et al., 1983). H. Lewis' (1971) theories served as a bridge between 
psychoanalytic and cognitive attribution perspectives on shame.
M. Lewis (1992) has extended the notions of H. Lewis to develop a 
cognitive attributional model of shame. According to M. Lewis emotional 
experiences require cognitive processes and different kinds of self
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attributions elicit different emotions. According to this model shame is 
activated by negative attributions that are internal and global. Global self 
attributions refer to the whole self and so, according to M. Lewis shame is 
experienced when the whole self is seen as the cause of failure (M . Lewis, 
1992). This experience leads to a view of the global self as undesirable, 
unworthy or fundamentally flawed. Importantly, within this model it is this 
cognitive evaluation rather than the situation that elicits shame (M. Lewis, 
1992).
Overall the concept of shame is a complex one and currently there is no 
agreed definition of shame within the literature (Gilbert 1998). For a 
number of reasons, this project will be grounded in the later theories, in 
particular H. Lewis' (1971) theory of humiliated fury. Firstly, this project is 
primarily concerned with exploring the relationship between shame and 
anger. H. Lewis (1971) was the first to write about the relationship 
between these emotions and her theories have been extremely influential 
and led to a spark of research in this area. Secondly, her theories are based 
on clinical experiences but there is also a growing body of empirical 
evidence to support H. Lewis' notions on shame (eg. Tangney, 1992). 
Before moving on to the literature concerning shame and anger in more 
detail, it is important to further conceptualise shame by distinguishing it 
from guilt.
1.2.2. The Difference between Shame and Guilt
As noted defining shame is not an easy task. Another reason for this is the 
connection between shame and guilt. Both psychologists and laypeople 
find it difficult to differentiate the two emotions (Tangney, Wagner et al., 
1996). In fact the terms are often used interchangeably to refer to the 
unpleasant feelings an individual experiences when they fail to meet moral 
or social standards (Tangney, Miller et al., 1996). However, theorists and
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researchers have attempted to tease apart the differences between these 
emotions.
One theory on the difference between shame and guilt was the distinction 
that shame was an emotion experienced in public whereas guilt was a 
more private experience (Wallbott & Scherer, 1995). However there is a 
lack of evidence to support such a distinction. In fact analysis of narrative 
accounts of shame and guilt did not find shame or guilt to be specific to 
either private or public situations (Tangney, 1993).
Another distinction put forward was from the work of H. Lewis, (1971). Her 
writings on shame and guilt have been extremely influential and have led 
to numerous empirical studies. In her distinctions, she highlighted the role 
and experience of the self. In shame H. Lewis (1971) said, the focus is on 
the self and it is the whole self that is subject to negative evaluation. 
However, in guilt the focus is on something external to the self, such as a 
specific behaviour. H. Lewis (1971) said that because of this guilt motivates 
one to make amends or repair the wrongdoing, for example, by confessing 
and apologizing. But, in shame when the focus is on the whole self no 
corrective action seems achievable. This leads to the experience of 
helplessness and a subsequent desire to disappear (H. Lewis, 1971).
In contrast to the private versus public distinction H. Lewis (1971) 
suggested that both shame and guilt can arise from the same specific 
behaviour or wrong doing but the processes of shame extends beyond 
those that are involved in guilt. In shame a wrong doing is seen as 
reflecting a defective self (H. Lewis, 1971) and such painful self scrutiny 
brings about feelings of worthlessness and powerlessness. Whereas guilt is 
less painful and devastating than shame. This is because guilt does not 
directly affect ones core self concepts (H. Lewis, 1971). Tangney and 
Bearing (2002) provide an example of this and suggest that both shame
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and guilt may occur following academic failure, however shame is likely to 
be experienced if one see's the failure as due to poor ability and guilt may 
occur if a person attributes failure to poor effort.
H. Lewis' (1971) descriptions on shame and guilt were developed purely 
from her clinical observations. However, her writings have since been 
supported by case studies (Lindsay-Hartz, 1984) and quantitative 
investigations (Tangney 1993; Wicker, et al., 1983; Tangney, Miller et al.,
1996) and so are far more supported than the public/private distinction. 
Admittedly, some investigations (Smith and Ellsworth, 1985) have 
established few differences between shame and guilt but the samples were 
extremely small and such findings may be due to low power (Tangney, 
Miller et o/., 1996).
Tangney (1993) asked 65 young adults to describe personal shame and 
guilt experiences and found that shame experiences were rated as more 
painful. Experiences of shame were also associated with feeling smaller, 
less perceived control, more feelings of inferiority, a greater desire to hide 
and a greater concern over how the self appeared to others. This appears 
to provide support for H. Lewis' notions however it is not clear how the 
authors of this study attributed the participants' experiences to guilt or 
shame. Seeing as the two are often used interchangeably it is possible that 
participants could have been describing guilt experiences when they were 
actually talking about shame.
In another study 182 undergraduates were asked to provide detailed 
accounts of shame and guilt experiences (Tangney, Miller et al., 1996). No 
definitions of the emotions were provided. Participants were then asked to 
complete a structured questionnaire regarding these experiences. They 
were asked to provide ratings of the emotion on a number of 
phenomenological features including intensity, sensations, focus of
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attention, responses and social context. They were also asked questions 
concerning their own perceptions of themselves and how they believed 
they were perceived by others. Tangney, Miller et al., (1996) found that 
shame and guilt were distinct emotions on a number of different levels. 
They again found that shame was more strongly associated with feeling 
smaller than guilt. They also found that when individuals experienced 
shame they felt more isolated, had a greater desire to hide and were less 
likely to admit what they had done. Post hoc tests showed that shame was 
more intense and accompanied by greater physiological change, such as 
increased heart rate.
From their study Tangney, Miller et al., (1996) concluded that shame and 
guilt are definitely not just two terms for the same concept. However, they 
did also state that shame and guilt should be classed in the same family of 
emotions as they are both emotions of considerable intensity that arise 
from personal failures or wrong doings that involve some degree of self 
evaluation or self reflection (Tangney, Miller et al., 1996). The authors 
suggested that their results were consistent with previous 
conceptualisations (H. Lewis, 1971; Lindsay-Hartz, 1984), as they 
demonstrated that the key differences between shame and guilt lay less in 
the situations that cause them and more in their phenomenological 
features and motivations for subsequent action.
In line with the finding that shame and guilt lead to different subsequent 
actions it has been suggested that shame is more likely than guilt to 
promote less helpful behaviours in many instances (Tangney, 1991; 
Tangney & Fischer, 1995; Tangney, Wagner et al., 1996). Research by 
Tangney, Wagner et al., (1996)^ indicates that shame prone individuals are
 ^This study will be described in more detail in the later section exploring empirical 
evidence of the  relationship betw een shame and anger.
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more likely than guilt prone individuals to engage in unexpressed indirect 
aggression. They also found that shame prone individuals engaged in more 
active acts of aggression during a conflict situation. In contrast guilt prone 
individuals are more likely to keep anger focused on specific aspects of 
behaviour and are more able to discuss situations in a non hostile manner 
(Tangney, Wagner et al., 1996). The authors concluded that these findings 
support theory that suggests guilt may be a healthier affect which 
promotes a sense of personal responsibility and sensitivity to others 
(Tangney, 1991; Tangney and Fischer, 1995).
There appears to be a wealth of evidence to support H. Lewis' notions 
including case studies and more large scale research studies. However this 
evidence is not without its flaws. One difficulty with researching the 
difference between shame and guilt is the fact that they share similarities. 
How can researchers be sure that when they say they are measuring shame 
they are not actually measuring guilt. In fact, research by Tangney Wagner, 
et o/., (1996) was the only study to use a validated measure. Overall 
though shame appears to be portrayed as the more painful emotion and 
perhaps this is why it has historically been linked to other negative 
affective states such as anger.
1.3. The Relationship between Shame and Anger
The relationship between shame and anger has been the interests of both 
theorists and researchers in recent years, with much focus being placed on 
shame-induced anger. Despite this growth of interest little is actually 
known about the relationship within adolescence. This could be a rich area 
of research, given that adolescents may be more prone to self conscious 
emotions such as shame due to heightened levels of self evaluation and 
concern over how one appears to others (Reimer, 1996). It has been 
suggested that since adolescents may be more prone to shame they may at
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risk of its psychological impact which could include heightened levels of 
anger (Thomaes et o l, 2011). Research has focused mainly on adults and 
college samples to understand this relationship however it cannot be 
assumed that the relationship between shame and anger seen in such 
samples would hold true for adolescence. In fact adolescent shaming 
experiences may be very different to older groups with more focus being 
on peer comparisons (Gilbert & Irons, 2009). Understanding the 
relationship between shame and anger in adolescent may also potentially 
guide the development of interventions and school programmes for 
adolescents with high levels of anger. Therefore the researcher see's the 
relationship between shame and anger in adolescent as an area in need of 
further exploration.
1.3.1. What is Anger?
Before moving on to the relationship between shame and anger, a brief 
conceptualisation of anger will be given. Anger has been defined as a 
relatively intense and uncomfortable emotion that is interpersonal in its 
nature and may sometimes lead to violent and aggressive behaviours 
(Averill, 1982). Megaree (1985) says that anger is a multifaceted 
phenomenon and should be studied as so. There are a number of terms for 
anger referred to within the literature. State anger is when angry feelings 
emerge at a particular time and trait anger refers to the disposition that 
people have to experience anger (Spielberger, 1999). Anger may also be 
expressed in a number of ways. Within the literature anger expression 
refers to the tendency for an individual to express their anger outwardly 
either towards another person or objects within their environment. Anger 
may also be suppressed or turned in, this refers to the extent to which 
anger is felt but not expressed. Furthermore, anger may be understood 
with regards to how it is monitored and controlled (Spielberger, 1999). The 
remaining part of this section on shame and anger will consider theoretical
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perspectives on the relationship between the two variables and the 
empirical evidence exploring shame and its relationship to the different 
expressions of anger stated above.
1.3.2. The Relationship between Shame and Anger-Theoretical 
Perspectives
H. Lewis (1971) was the first to observe that anger frequently follows 
shame. Based on clinical observations her theory posits that the acute pain 
of shame may instigate a seething, hostile type of anger which she 
described as 'humiliated fury'. This may be directed towards the self and a 
real or imagined disapproving other. H. Lewis (1971) proposed that this is 
essentially a defensive response to powerlessness and defectiveness when 
experiencing shame. In support of H. Lewis' work, Scheff (1987) and 
Retzinger (1991) have also described similar findings from case studies. 
They add that anger may be activated so quickly that one may actually lack 
any awareness of the feelings of shame, thus the shame emotion is by­
passed and felt as anger. From such studies these authors suggest that 
shame tends to initiate a particular type of anger, namely an irrational and 
generally counterproductive rage reaction.
The notions of H. Lewis (1971) were based purely on clinical observations 
and those of Retzinger (1991) and Scheff (1987) on case studies and so 
they lacked rigorous empirical support. However, more recently 
researchers have looked to further understand the shame and anger link 
using empirical methods. Using correlations between shame and anger 
Tangney et al., (1992) found that shame and anger were significantly 
correlated. A more detailed account of this study and other studies 
exploring the relationship between shame and anger can be found in the 
following section of this introduction.
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Tangney & Dearing (2002) added to the work of H. Lewis and suggested 
that since shame involves a concern about how one appears to others, 
anger is easily redirected outward towards others involved in the shame 
eliciting experience. So, others may be held responsible for the feelings of 
shame. This protecting of the self by shifting blame and becoming angry 
towards others allows the shamed individual to gain some sense of control 
and relief from the impairing experience of shame (Tangney and Dearing, 
2002). They based their suggestions on empirical evidence (Tangney, 1990; 
Tangney et al., 1992) that found a positive correlation between shame 
proneness and a tendency to externalize blame. They said that this 
externalization of blame may ameliorate the pain of shame in the short 
term, but that it can then lead to an exacerbation of the hostile, humiliated 
fury described by Lewis (1971) and Scheff (1987). M. Lewis (1992) also 
states that anger towards others may be an attempt to ward off the shame 
and undo the shame through a reinterpretation of blame from internal to 
external causes.
Whilst H. Lewis' (1971) is the most referred to model, the connection 
between shame and anger is also explainable within evolutionary theories 
of emotion. Gilbert's (1997) social rank theory proposes that both 
emotions are concerned with rank and social status. In evolutionary terms, 
competing for scarce resources is one of the most primitive behaviours to 
increase fitness and the ability to acquire such resources is thought to 
underlie the assignment of social status (Gilbert, 1997). When faced with 
threats to status and resources, evolved defence systems are activated, 
including defence emotions such as anger. According to Gilbert (1997), 
shame evolved to protect one's social status by signalling threat. This can 
be countered in several ways. One can accept the lowered status and 
show submissiveness to avoid conflict. An alternative is to improve the 
status by strategies that signal agency and power including aggression and 
anger. So the expression of anger can move individuals up the social
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hierarchy by demonstrating power. This influences both the person's own 
perceptions of themselves and the views of others, which increases 
positive identity and reduces shame (Gilbert, 1997). These notions are 
credible from an evolutionary perspective and could be true for 
adolescence also given the emphasis on social status. However, Gilbert's 
suggestions appear to be based on evolutionary theory rather than clinical 
experience, case studies or empirical evidence. Thus, the focus of the 
present study has been on the earlier theories of H. Lewis.
So far the theories suggest that it is shame that causes anger. From case 
studies. Miller (1985) indentified two types of shame-anger interactions. 
When angered, one can become ashamed of one's anger, although more 
often an initial sense of shame can lead to subsequent anger toward a 
shaming other. Furthermore, H. Lewis (1987) also suggested a possible 
cyclical relationship between the two emotions. She said that at some 
point shamed individuals may recognize that humiliated fury is 
inappropriate or unjust which may lead to further shame. Thus, suggesting 
a loop between the two emotions. However, in research (Tangney 1992; 
Tangney et al, 1994) anger and direct or indirect aggression were cited by 
few adults as causes of personal shame. In light of this the focus for the 
following section will be on the evidence surrounding shame-induced 
anger.
1.3.3. The Relationship between Shame and Anger- Empirical 
Evidence
Considering theory around the relationship between shame and anger 
dates back four decades, by comparison there are relatively few empirical 
studies. However, there are studies that have shown a relationship 
between shame and anger in non-clinical samples of adults (Tangey et al., 
1992; Tangney, Wanger, et al., 1996; Hejenberg & Andrews, 2011;
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Ferguson et al., 2000; Lutwalk et al., 2001) and adolescents {Tangney, 
Wagner et al., 1996 & Thomaes et al., 2011). There are further studies of 
adolescents that consider the relationship between shame and hostility 
(Heaven eta l., 2009) and shame and aggression (Aslund eta l., 2009). The 
relationship between shame and anger has also been found in studies with 
adults who were psychologically maltreated as children (Harper & Arias, 
2004) and college students subject to abusive family environments 
(Hoglund & Nicholas, 1995). However, of particular interest to this review 
are studies with non clinical samples. Therefore, such studies will take up 
the remainder of this section. Most of the empirical support for the 
relationship between shame and anger comes from correlations between 
measures of shame and anger proneness, with the exception of Thomaes, 
et al., (2011) who in one of their two studies used an experimental 
methodology.
The first empirical study to assess the relationship between shame and 
anger came from Tangney, et al., (1992). In their study of 243 
undergraduates aged between 18 and 55 years (M=21.1), they found that 
shame, as measured by the Self Conscious Affect and Attribution Inventory 
(SCAAI, Tangney et al., 1988) was associated with trait anger (r=.21). They 
also found a positive correlation when using Test of Self Conscious Affect 
(TOSCA, Tangney et al., 1989). The authors understood the results by 
linking them to the case studies of Lewis (1971) and Scheff (1987), and they 
suggested that the association seen between shame and anger could be 
indicative of 'humiliated fury'. Importantly, such cause and effect 
relationships could not be determined from their methodology. However, 
their study has been extremely influential in provoking the beginning of 
empirical research into the relationship between shame and anger. 
Following this study, other authors attempted to investigate the 
relationship between shame and anger. In a study of 132 college students 
Ferguson et al., (2000) found that shameful events led to subsequent
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increases in anger. However, their study relied on participants' anticipated 
emotional responses following scenarios of hypothetical events to make 
their conclusions. Lutwalk et ol., (2001), with a sample of college students 
aged between 16 and 23 (N=174), found that shame was significantly 
correlated with anger in (r=.22) but not anger out ( r= - . l l)  or anger control 
(r=-.19). This study represented the first attempt to assess the types of 
anger expression that may be associated with shame.
Both Lewis' (1971) and Gilbert's (1997) theories express the shame-anger 
relationship as a defensive strategy against the experience of shame. Their 
theories suppose that shame should be related to anger as a response to 
threats to ego or rank, rather than just having an angry temperament 
(Hejenberg & Andrews, 2011). Using a correlational study with college 
students (N=188), Hejenberg and Andrews (2011) attempted to assess the 
shame-anger relationship, and further the understanding of the type of 
anger seen in shame prone individuals. They found a positive correlation 
between shame and trait anger (r=.30). Their results also indicated that 
shame proneness was more strongly related to a tendency to become 
angry in response to criticism than simply having an angry temperament. 
Such results therefore, support the discussed theories which suggest that 
shame should be related to anger as a response to threats to rank and ego 
as opposed to more 'unfocused hotheadedness' (Hejenberg &Andrews, 
2011). Importantly, all the cited studies have utilised college students or 
undergraduate samples to represent adult populations. It is questionable 
whether such samples can be generalisable to the adult population as they 
are limited to individuals who have a certain level of educational 
achievement and socioeconomic status.
Of particular interest to this study is the empirical evidence using 
adolescent samples. As already noted adolescence is a time when levels of 
self-consciousness increase and individuals hold more concern over how
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they are perceived by others (Reimer, 1996). During adolescence 
individuals also begin to acquire more behavioural standards and become 
better able to evaluate themselves against such standards and thus 
negative events frequently cause feelings of shame (Mills, 2005). 
Essentially, adolescence is a time when children become able to make 
global negative evaluations that are responsible for the 'pain of shame' 
(Ferguson et al., 1991). Thomaes, et al., (2011) suggested that due to their 
vulnerability to the pain of shame, adolescents are highly vulnerable to its 
aversive psychological impact. However, despite this, there is an extreme 
lack of empirical research considering the relationship between shame and 
anger in adolescence and it cannot be assumed the above findings would 
extend to adolescents. Further explorations are warranted in order to 
further understand adolescent anger which could potentially guide the 
ways in which professionals manage adolescent anger.
The first attempt to understand the shame and anger relationship in 
adolescence came from Tangney, Wagner et al., (1996). They also aimed to 
understand the nature of the anger associated with individuals who had 
high levels of shame proneness. With a large sample (total N= 1099) 
ranging across the lifespan (adolescents N=402) and using a cross sectional 
design, participants completed the appropriate age-related TOSCA and 
Anger Response Inventory (ARI, Tangey, Wagner et al., 1991). They found 
that across all ages shame proneness was significantly correlated with 
anger arousal (adolescents r=.21). They found relatively few age 
differences in the shame correlates of anger-related dimensions in general. 
In fact, they described the stability of the results from middle childhood 
through adulthood as 'remarkable' (Tangney, Wagner et al., 1996).
Tangney, Wagner et al., (1996) also found that across individuals of all ages 
shame proneness was associated with maladaptive and destructive 
responses to anger. They found that shame proneness was significantly
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correlated with malevolent (eg. felt like getting back at the target of anger) 
and fractious intentions (eg. felt like letting off steam) as well as all kinds of 
direct, indirect and displaced aggression. They suggested that this is 
because the shame prone person's anger is more likely to represent a 
defensive, retaliative reaction to shame. They also found that shame was 
associated with anger held in across the lifespan (adolescents r=.33), as 
well as self-directed hostility and a tendency to withdraw from the anger 
provoking situation. So, they concluded that shame prone individuals tend 
to adopt two approaches when faced with interpersonal conflict, those 
being active aggression or passive withdrawal. Despite identifying the 
different expressions of anger in shamed individuals the authors did not 
give a clear account of what individual differences may lead to different 
expressions of anger in a shame prone individual. Furthermore, cause and 
effect relationships could not be derived from this study due to the cross 
sectional design.
One criticism of the majority of research in this area is the use of the 
measures used to assess shame, namely the TOSCA. The TOSCA is a self- 
report measure that asks individuals to rate their reaction to 
predetermined scenarios, which may or may not bear any relevance to 
themselves. This suggests that more research utilising a scale that taps into 
individuals' own experiences of shame is needed.
Further research into the relationship between shame and anger in 
adolescence was conducted by Thomaes, et al., (2011). In two studies using 
experimental and diary methods they aimed to test whether shameful 
events can initiate anger. They were also interested in the potential 
moderating factor of narcissism. In their first study (N=175, age range =10- 
13 years) they tested whether an experimentally manipulated shameful 
event could cause feelings of anger. They found that individuals who were 
exposed to a shaming event experienced a greater increase in angry
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feelings than participants in the no shame condition. They also found that 
in the shame condition, narcissism was positively associated with anger. 
This was not the case in the control condition. They concluded that 
prototypical shameful events can cause children to feel angry and that the 
angriest individuals are those who had high levels of narcissism who had 
been shamed (Thomaes et al., 2011)
In their second study Thomaes et al., (2011) examined the relationship 
between shameful events and anger in naturalistic settings using diary 
reports of shameful events and peers' views of who was the angriest 
(N=383, aged between 10 and 13 years). They found that on days where an 
individual experienced a shameful event they were nominated as being 
angry 19.7% of the time, whereas on days when they were not shamed 
they were nominated as being angry 9.9% of the time. They also found that 
boys with high levels of narcissism were nominated as being angry 35.6% 
of the time when they were shamed but boys with lower levels of 
narcissism where reported as being angry on only 15% of the time when 
they were shamed. This effect was found to be significant but no effect was 
found with regards to narcissism in girls. From this part of their study, they 
concluded that in natural settings children are viewed as angrier by their 
peers on days when they have been shamed. Overall they concluded that 
across two studies in different settings, shame and anger are found to be 
intricately linked. In study one shaming events caused children to feel 
angry and in study two participants were viewed as more angry on days 
when they had experienced a shameful events. They suggest that this 
provides support for Lewis's (1971) humiliated fury theory. They also 
concluded that shamed induced anger 'is not a ruminative kind of anger 
that is bottled-up inside but is readily expressed and observable to others' 
(Thomaes et al., 2011, p791). However, this contrasts with the work of 
Lutwalk et al., (2001) who concluded that shame was the best predictor of 
anger in, not anger out. Admittedly this was not an experimental
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methodology and merely suggests that shame is related to anger in, not 
that shame causes anger to be held in.
Thomaes et al., (2011) suggest that their work contributes important 
additions to the research in shame and anger over previous research that 
used correlational designs and measures of anticipated rather than actual 
emotional responses. There is clear evidence from this study that shame 
can actually cause anger and the use of both naturalistic and laboratory 
settings allowed for the research to be more generalisable than previous 
studies. The research by Thomaes et al., (2011) also considered other 
variables involved in the relationship between shame and anger. This 
therefore highlights the need for future research into shame and anger 
that takes other variables into account.
Despite a number of studies supporting the relationship between shame 
and anger there are studies that have not found such consistent results and 
most of these have been with clinical samples (eg. Andrews & Farmer, 
2009). However, in a study of 204 undergraduate males Jakupak et al., 
(2005) did not find an association between shame and any measure of 
anger expression, even using similar measures to other researchers.
Overall there is a compelling amount of theoretical, clinical and empirical 
evidence to suggest that shame is correlated with trait anger in adults and 
some in children, and the work by Thomeas et al., (2011) suggests causal 
links between the two variables. It is clear from the literature though that 
there is a lack of research utilising an adolescent sample between the ages 
of 13 and 17, with only one study conducted with this age group.
There are also inconsistencies within the literature with regard to the type 
of anger expression that is associated with shame and this clearly needs 
investigating further. Importantly, most research has utilised correlations 
as a method for assessing the relationship between shame and anger and 
therefore they have not controlled for other third factors. It is quite well
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documented that shame and anger are closely associated with variables 
such as depression (Andrews, 1995; Gilbert e ta l ,  2005). In addition, shame 
has also been linked to self esteem as they are both said to involve an 
evaluation of the self (Gilbert et al., 1995), and self esteem has been found 
to be related to anger (eg. Aslund, 2009). The researcher of the present 
study stresses the importance of conducting further research with the 
inclusion of such variables. The work of Thomaes et al., (2011) highlights 
the importance of assessing moderators in the shame and anger 
relationship. Further research is needed to assess whether any moderating 
factors could play a protective role in the relationship between shame and 
anger. The concept of self compassion will be put forward in the following 
sections as a possible moderator of the relationship between shame and 
anger.
1.4. Self Compassion
Psychologists have tried to introduce conceptualizations of a healthy 
attitude and relationship to oneself. One such concept is that of self 
esteem. However, Neff, (2003b) states that self esteem may not be the 
panacea that it is often made out to be. One alternative concept is found 
by drawing on an important Buddhist philosophy and that is the concept of 
self compassion (Neff 2003b).
1.4.1. What is Self Compassion?
Within the west compassion is most often used to refer to compassion for 
others (Neff 2003a). However, in Buddhist psychology, it is seen as 
important to be compassionate to the self as well as to others (Neff, 
2003a). Neff (2003a) suggests that compassion is often extended towards 
the self when suffering occurs through no fault of one's own, when 
external circumstances of life are simply too painful to bear. However she 
says that self compassion is just as relevant when suffering stems from
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one's own mistakes, failures or personal inadequacies. Neff (2003a, 2003b) 
has proposed that self compassion involves three main components: Self 
Kindness versus self judgement, a sense of common humanity versus 
isolation and mindfulness versus over -identification. These components 
are distinct yet combine and mutually interact to create a self 
compassionate frame of mind (Neff, 2003a, 2003b).
Self kindness refers to having a tendency to be caring and understanding 
towards ourselves rather than critical or judgemental (Neff 2003a, 2003b). 
Self compassion involves an acceptance of the fact that one may be 
imperfect and a self compassionate person would offer themselves 
soothing and comfort (Neff, 2003a, 2003b).
The sense of common humanity within self compassion, according to Neff 
(2003a, 2003b), involves recognizing that all people fail, make mistakes and 
feel inadequate at times in their life. A self compassionate person sees 
such imperfections as part of being a human being. Furthermore, difficult 
life experiences are viewed in the light of shared human experiences, 
meaning that one would feel connected to rather than disconnected from 
others in difficult circumstances (Neff 2003a, 2003b).
Mindfulness involves a clear and balanced awareness of the present 
moment where an individual neither ignores nor ruminates on difficult 
aspects of their life (Brown & Ryan, 2003). Many people do not take time 
to acknowledge pain as they are pre occupied with judging themselves 
(Neff, 2003a). Within self compassion mindfulness involves taking a meta­
perspective of one's own experience so that it can be considered with 
more objectivity and perspective. Neff (2003a) states that mindfulness may 
prevent a person from being swept up in and carried away by the story of 
their own pain, a process which she calls over-identification.
155
According to Neff (2003a) self compassion is directly related to feelings of 
compassion and concern for others and therefore being self compassionate 
does not entail being selfish or self centred. Neither does it mean that an 
individual puts their needs before those of others. In addition, self 
compassion is not about self pity or passivity (Neff, 2003a,2003b). Self pity 
involves disconnection from others where an individual becomes immersed 
in their own problems. Self compassion actually connects an individual with 
others and allows them to relate their experiences to common humanity 
and see difficulties with greater perspective (Neff, 2003a)
There are also other ways of defining self compassion that exist within the 
literature. Another view comes from Paul Gilbert who looks at self 
compassion from an evolutionary perspective and with attachment theory. 
Gilbert (1989, 2005) suggests that self compassion involves an evolved 
physiological system that guides attachment and care giving behaviour. Self 
compassion may be accessed through external or internal signals of 
kindness and caring, which leads an individual to experience feelings of 
connectedness, soothing and reassurance. In contrast to self compassion, 
self criticism feeds into the threat focused physiological systems such as 
social ranking, which involves aggression, dominance and fearful 
submission (Gilbert, 1989, 2005). So, self compassion from this point of 
view involves a set of motives and competencies that relate to caring. They 
are; concern for individuals' wellbeing, sensitivity to individuals' distress 
and needs, sympathy, distress tolerance, empathy and non judgement. 
These are called the compassion circle and are directed to others or to the 
self (Gilbert, 2005).
Overall self compassion is presented as a protective construct that could be 
beneficial to wellbeing. There is a growing body of research in support of 
the benefits of having high self compassion (Eg. Neff, 2003a). This research 
will be discussed in a later section of this introduction. The benefits of self
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compassion are also evident in theory and research distinguishing it from 
self esteem.
1.4.2. Self Compassion versus Self Esteem
A useful feature of self compassion is that it offers another way to think 
about healthy self attitudes as opposed to traditional psychological 
approaches which conceptualise healthy self attitudes with the term self 
esteem. Self compassion is similar to self esteem in that it is an important 
source of positive self regard (Neff, 2011). However, it has been suggested 
that self compassion is available to use when self esteem is not, for 
example, when 'we fall on our face, embarrass ourselves, or otherwise 
come in direct contact with the imperfection of life' (Neff, 2011).
Self esteem refers to our sense of worth, perceived value or how much we 
like ourselves (Neff, 2004). The benefits of having high self esteem have 
been widely documented (eg. Hewitt, 1998; Rosenberg, 1979, Steinem, 
1992). Yet, there have been criticism over the amount of emphasis that has 
been placed on the benefits of self esteem (Damin, 1995; Seligman,
1995).Firstly, programs aimed at enhancing self esteem, have been said to 
often not be effective (Swann, 1996). Secondly, Neff (2004) suggests that 
raising an individual's self esteem is not as wonderful as it is made out to 
be and that there may actually be a number of negatives associated with 
self esteem (Neff, 2004).
Neff (2011) states that one problem with self esteem is that it is based on 
evaluations of competence and self worth which may often include 
comparisons to others. This is a problem in Western cultures as it is often 
not ok to be average; individuals want to be above average to feel good 
about themselves (Neff, 2011). She also states that this may lead to an 
unrealistic set of expectations that one holds for themselves leaving
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themselves open to a sense of failure. Furthermore, it has been said that 
maintaining high levels of self esteem may lead to narcissism, self 
absorption, self centeredness and lack of concern for others (Baumeister, 
et al., 2000). In addition, high levels of self esteem have been linked with 
putting others down in order for an individual to feel better about 
themselves (Feather, 1994). Finally, individuals with high self esteem may 
also experience anger or aggression if someone or something threats their 
ego (Baumetister et al., 1996; Twenge & Campbell, 2009).
In contrast to self esteem, within self compassion an individual can 
experience positive emotions towards themselves without having to 
protect or bolster their own self concept (Neff, 2003a).This is because self 
compassion is not based on self or other evaluations or congruence with 
set ideal standards. Actually, in self compassion there is no evaluation 
process, either positive or negative. Rather, people feel kindness and 
understanding towards themselves because they are human beings, not 
because they have some particular trait such as being pretty (Neff, 2004). 
So, in self compassion there is no need to feel better than others to feel 
good about oneself (Neff, 2004). It is because of this that self compassion is 
not linked with narcissism, prejudice, or unhelpful social compassions in 
the way self esteem may be. In addition, self compassion should be highly 
stable as one is always a human being worthy of compassion (Neff, 2004). 
Theoretically, seeing as self compassion does not involve adopting an 
unrealistic view of yourself, an individual should be able to raise levels of 
self compassion easier than self esteem (Neff, 2004).
Gilbert and Irons (2005) have linked the differences between self 
compassion and self esteem to the different physiological systems tapped 
by each. They propose a model based on principles of evolutionary biology, 
neurobiology and attachment theory. Self compassion is related to well 
being because it helps people feels safe and secure. Whereas self esteem is
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related to well being, in part, because it helps people to feel superior and 
self confident (Gilbert & Irons, 2005).
There is some research that supports the above notions; that self 
compassion and self esteem are in fact two distinct constructs and that self 
compassion may have benefits over self esteem. In a study comparing self 
compassion and self esteem Leary et al., (2007) provided evidence of ways 
in which they appear to differ. Firstly, they found that self compassion was 
related to lower negative affect than was self esteem. Secondly, self 
compassion involves a clearer perception of one's traits, both positive and 
negative but without any need for illusion or defensiveness to protect the 
self, which they proposed was the case for self esteem. Thirdly, self 
compassion promotes self regulation in a way that self esteem does not. 
Finally, self compassion leads individuals to take responsibility for their part 
in negative events, without becoming overwhelmed by negative emotions 
again this was not the case for self esteem (Leary et al., 2007).
A recent study of 2,187 participants from the Netherlands aged between 
18 and 83 has compared self esteem to self compassion with regards to a 
number of variables. Neff and Vonk (2009) collected data for a number of 
variables including self compassion, global self esteem, social comparisons, 
self worth, anger, self rumination and narcissism at different points over an 
eight month period. They analysed the data using correlations and multiple 
regression analysis and found that self compassion predicted unique 
variance on a number of the variables including social comparison, self 
consciousness, self rumination and anger when controlling for global self 
esteem. Furthermore, when adding self compassion to a regression model 
self esteem was no longer a significant predictor of a number of the 
variables measured. Neff and Vonk (2009) also found that when compared 
to self esteem, self compassion predicted more stability in self worth over 
an eight month period than self esteem. They suggested that this is
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because feelings of self compassion do not rely on positive judgements of 
the self and so they are likely to be felt more consistently than the 'high' 
that is derived from self esteem. Finally, in this study they found that self 
esteem was significantly positively correlated with narcissism (r=.39) 
whereas self compassion was not. They concluded that the ability an 
individual has to show themselves kindness may be more important than 
being able to judge oneself positively.
This study appears to provide evidence of the distinction between the two 
variables of self compassion and self esteem and collecting the data at 
different points allowed for more longitudinal observations to be made 
than a cross sectional design. However, this study may be flawed 
somewhat by the measures it used. The measures were translated from 
English and in some cases items were dropped or adapted because they 
were not applicable in the Netherlands. It is not clear whether such 
adaptations could have impacted on the tests validity and reliability. 
Furthermore, the authors provided no information on the internal 
reliability of the scales when they used within their study.
In a second study Neff and Vonk (2009) collected data from 165 
undergraduates measuring positive mood states at one point in time. Using 
correlations they found that both self compassion and self esteem were 
similarly associated with happiness, optimism and positive mood states. 
Using multiple regression analysis they found that self compassion 
predicted unique variance in measures of happiness, optimism and positive 
affect when controlling for self esteem. However, they stated that the 
reasons why self esteem and self compassion are associated with positive 
emotions probably differ. High selfesteem individuals may feel happy, 
optimistic and upbeat because they evaluate themselves positively, which 
feels good. Whereas, individuals with high levels of self compassion may be 
more likely to experience positive feelings because they accept themselves
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the way they are and failings may be seen as a part of life (Neff & Vonk, 
2009). Furthermore, an individual may still have compassion for 
themselves when feelings of inadequacy arise, as self compassion is linked 
to a sense of calm and security (Gilbert & Irons, 2005). Neff and Vonk 
(2009) concluded from their work that self compassion may offer mental 
health benefits that self esteem does not.
Both of the studies by Neff and Vonk (2009) provide complimentary 
evidence for the benefits of self compassion over self esteem. In addition, 
due to the large sample in study one Neff and Vonk (2009) used a 
significance level of 0.01 to avoid attributing significance to small effects. It 
is interesting that the two studies utilised different measures of self 
esteem with study one using a measure that has less well established 
psychometric properties. Another critique of both studies comes from the 
samples used. In study one all participants had either a college or 
university degree and in study two all participants were undergraduates 
from a psychology course. This questions the issue of diversity and the 
generalisability of the findings. Despite some methodological flaws in both 
studies the results do appear to suggest there are benefits associated with 
self compassion that are not accounted for by self esteem. It is clear 
though from the above studies that further research is needed comparing 
self esteem and self compassion in different samples. In order to further 
understand the benefits of self compassion the above findings should be 
considered alongside additional research into self compassion that 
demonstrates its protective nature.
1.4.3. Research on Self Compassion- the Protective Role of Self 
Compassion
Neff (2003a) developed a Self Compassion Scale (SCS) and in her initial 
studies she found a link between self compassion and mental health. Since 
the development of this scale there has been growth in the evidence base
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for the links between self compassion and wellbeing, albeit still very 
limited.
It has been consistently found that greater self compassion is associated 
with lower levels of anxiety (Neff et al., 2007; Neff et al., 2008, Raes, 2011) 
and depression (Neff, 2003a; Neff 2003b; Neff et al., 2007, Raes, 2010). The 
emotional resilience associated with self compassion is further evidenced 
by findings that self compassionate individuals tend to engage in less 
rumination and thought suppression than those who are less self 
compassionate (Neff, 2003a; Neff et o/, 2007). Furthermore, individuals 
who score high on self compassion have been shown to report less self 
criticism and neurotic perfectionism (Neff, 2003a). Although these studies 
are promising as they show the association between self compassion and 
lower negative affect, it is not possible to predict cause and affect 
relationships from such studies. Further experimental designs are need to 
assess whether increases in self compassion lowers negative affective 
states.
Gilbert and Irons (2005) have suggested that self compassion may combat 
the experience of shame. In a pilot of a freatment called Compassionate 
Mind Training (GMT, Gilbert & Irons, 2005) Gilbert and Proctor (2006) have 
shown the benefits of increasing self compassion for a number of negative 
affective states including depression and shame. This study however was 
based on only six participants and no control or alternative interventions 
groups were used in order to compare GMT to other interventions.
As well as combating against mental states, self compassion has also been 
shown to strengthen positive emotional mind sets (Neff, 2009). Self 
compassion has been linked to greater feelings of social connectedness and 
life satisfaction both of which are important elements of living a 
meaningful life (Neff, 2003a; Neff et al., 2007). Self compassionate people 
have also been described as having other psychological strengths such as
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greater happiness, optimism, wisdom, curiosity and exploration, personal 
initiative and positive affect (Neff, et al., 2007). In addition, Neff et al., 
(2007) found that self compassion was positively associated with more 
helpful problem-focused coping strategies which could be explained by the 
greater emotional clarity associated with self compassion. Furthermore self 
compassion was negatively associated with maladaptive coping strategies 
such as denial (Neff et al., 2007). The cited evidence appears to suggest 
that there are a number benefits associated with self compassion. However 
much of the research into the benefits of self compassion has been 
conducted on participants of similar ages or from undergraduate samples.
It is not clear from the majority of the research on self compassion whether 
the benefits would hold true for adolescents.
1.4.4. Self Compassion and Adolescence
There seems to be a growing body of evidence with regards to the benefits 
of self compassion to good mental health. Given the relatively recent 
interest in self compassion, there is little research regarding the concept in 
young people. Recently Neff and McGehee (2010) conducted a study to 
investigate self compassion in adolescents by comparing adolescents 
(N=235, Mean age 15.2) and young adults (287, Mean ages 21.1) on a 
number of dimensions. The participants completed measures of self 
compassion, depression, anxiety, connectedness, maternal support, family 
functioning, attachment and personal fable (believing that one's 
experiences are unique and that others' cannot understand what they are 
going through).
Using correlations controlling for sex, Neff and McGehee (2010) found that 
self compassion was associated with lower levels of depression, anxiety, 
preoccupied attachment, fearful attachment and personal fable and higher 
levels of connectedness, maternal support, family functioning, secure
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attachment in both groups. They concluded that the associations between 
self compassion and the measurements of wellbeing were remarkably 
similar between adolescents and young adults. Also, using a regression 
analysis Neff and McGehee (2010) found that self compassion significantly 
predicted well-being while controlling for maternal support, family 
functioning, attachment style, and personal fable. This suggests the mental 
health benefits of self compassion were not confounded by the influence 
of family relations or adolescent egocentrism (Neff and Mcgehee, 2010). 
Importantly, in doing this analysis Neff and Mcgehee (2010) created the 
variable 'wellbeing' from the means of depression, anxiety and 
connectedness scores. Therefore it is not clear how valid and reliable the 
measure of wellbeing was.
Overall, they concluded that previous research of the benefits of self 
compassion to mental health holds true for adolescents. However, the 
sample used in the study is somewhat questionable given that all 
adolescents were from one private school in America and therefore the 
sample may not represent general adolescence living in the America or be 
generalisable to other adolescents in other countries.
Despite some methodological flaws with Neff and Mcgehee's (2009) study 
their findings do suggest that self compassion is associated with wellbeing 
in adolescence. Although cause and effect relationships cannot be derived 
from their study it is possible to suggest that that adolescents may benefit 
from a promotion in self compassion and that self compassion may serve 
as a protective factor for this population. A lot of psychological research 
has focused on raising self esteem in adolescents through school-based 
programmes. However, such interventions have been said to often 
ineffective (Baumeister et oL, 2003). Developing a better understanding 
self compassion and its benefits in adolescence is crucial in order to 
develop further ways of increasing well being in this population. There is a
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clear need for further research assessing self compassion in adolescence, in 
particular understanding whether self compassion may provide benefits 
that are not accounted for by self esteem.
1.5. Rationale, Objectives and Hypotheses
The current study is particularly focused on the relationship between 
shame and anger in adolescence. The introduction has highlighted a lack of 
empirical evidence considering this relationship in young people. This is 
particularly important given the suggestions that adolescents may be 
highly vulnerable to the pain of shame (Ferguson et al., 1991). There are 
also some inconsistencies in the types of anger expression that appear to 
be related to shame. However, it is possible to suggest that shame in young 
people has been linked to both outward (Thomaes, et al., 2011; Tangney et 
al., 1996) and inward forms of anger (Tangney et al., 1996; Lutwalk et al., 
2001). Surprisingly, research has not found shame to be associated with 
anger control. Theoretically, if shame is said to lead to a rage like anger 
(Scheff, 1987), one would assume that there would be little anger control 
in such situations.
Research assessing the relationship between shame and anger has rather 
narrowly looked at the relationship between the two variables and has not 
controlled for third factors. Furthermore, few studies have considered 
whether any variables play a moderating role in the relationship between 
shame and anger.
The construct of self compassion is relatively new in the Western world but 
recent empirical evidence for the benefits of having high levels of self 
compassion have begun to be reported. Self compassion has been 
presented within the literature as being a protective factor against a 
number of measures of negative affect. This research questions whether in
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fact self compassion could play a protective role in the relationship 
between shame and anger. Self compassionate people are said to be able 
to show themselves kindness warmth, self soothing and reassurance even 
in times of failure (Neff, 2003a; Gilbert and Irons, 2005). It seems 
reasonable to suggest that individuals who are high in self compassion may 
be better placed to self soothe and show self kindness in times of shame, 
which may protect the self against the pain associated with shame. In fact, 
Gilbert and Irons (2005) suggest that self compassion could serve to 
protect against shame. This research is therefore questioning whether 
shame is more likely to lead to anger when self compassion is low. If this is 
found to be the case this research will provide helpful implications for 
interventions for individuals who are highly prone to shame and anger.
Self esteem has long been linked to emotional well being. However, self 
compassion has been put forward as an alternative way of reducing 
emotional distress and increasing well being. Research and theorists have 
suggested that increasing levels of self compassion may be of more benefit 
than increasing self esteem. Self esteem is based on evaluations of the self 
which may be problematic; this is not the case for self compassion (Neff 
2003a). Research into the benefits of self compassion has focused mostly 
on its relationship to depression and anxiety. One study has found that 
high self compassion was more protective against a number of variables 
including anger than was self esteem (Neff and Vonk, 2009). This may be 
because individuals who have high self esteem may experience anger when 
they sense threats to their self esteem (Baumeister et al., 2000). However 
this has not been considered in a younger population. In order to further 
understand the protective nature of self compassion and its benefits over 
self esteem more research is needed with regards to other aspects of 
negative affect. This study is then also concerned with the relationship 
between self compassion and anger when the benefits of self esteem are 
controlled for.
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To summarise then, the current study aims to:
•  Explore the relationship between shame and trait anger, anger 
expression, anger suppression and anger control in adolescence.
•  Explore the role of self compassion within the relationship between 
shame and anger; that is, does self compassion moderate the 
relationship between shame and anger?
•  Add to the current literature on self compassion and its protective 
abilities over self esteem, by assessing whether self compassion is 
predictive of anger when controlling for self esteem in 
adolescence.
The following hypotheses have been proposed:
•  Hypothesis 1: Shame will be correlated with all measures of anger.
•  Hypothesis 2: Shame will be a significant predictor of all measures 
of anger.
•  Hypothesis 3: Self compassion will moderate the relationship 
between shame and anger.
•  Hypothesis 4: Self compassion will predict anger when controlling 
for self esteem.
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CHAPTER TWO: METHOD 
2.1. Method Overview
This chapter contains a description of the quantitative methodology 
employed within the study. Details relating to the recruitment strategy and 
data collection are outlined including a discussion on ethical issues. The 
statistical analysis that was used is also presented.
2.2. Design
The study was a cross sectional questionnaire-based design, in which 
participants were approached at only one point in time. Participants were 
from a non-clinical community based sample in order to represent the 
experiences of the general adolescent population. Using such a sample also 
increased the chances of gaining an adequate sample size.
2.3. Participants
The period of adolescence examined within this study ranged from 14 to 17 
years old. This age range was chosen as adolescents within this age range 
may be likely to encounter similar experiences that may lead to shame, for 
example academic failure or difficult peer relationships.
2.3.1. Power Calculation
Statistical 'power' refers to the statistical ability to find an effect, if it exists 
in the data (Paul et al., 2007). Power varies according to the statistical test 
used, but its function remains the same (Paul et al., 2007).
A G*Power analysis (Erdfelder et al., 1996; Paul et al., 2007) was conducted 
for analysis using a multiple regression with 3 predictor variables and
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specified 119 participants for this study. A medium effect size (0.15) would 
be detected with this number of participants.
2.3.2. Recruitment
The study utilised non-probability sampling methods (Leong & Austin, 
2006) meaning that participants were not selected at random. All data 
collection took place within a two month period from November to 
December 2012.
Four secondary schools and one sixth form college were contacted by 
email and sent initial information sheets about the study. Two of the 
schools and the sixth form opted to take part following the email 
advertisement. Students at the schools were asked if they would like to 
take part in the study. They were given an information sheet to read. 
Parents were also given an information sheet and consent form. Across 
both of the schools one parent did not give their consent for their child to 
take part. The data from the first school was collected during one class 
from 29 students. The data from the second school was collected from  
three classes, consisting of 27, 28 and 30 students respectively, on three 
different occasions. All students were given a consent form to complete 
and could leave the questionnaire blank if they did not wish to take part. 
All students with parental consent gave their consent and therefore 
completed the questionnaire packs.
The sixth form college students were emailed information on the study by 
a teacher which included a link to the questionnaire. They were given time 
in lessons to complete the questionnaire online or they were able to 
complete it in their own time if they wanted longer to make a decision 
about consenting to take part. All sixth form students had to give consent 
on the online questionnaire before proceeding to take part, by ticking a 
number of statements. The questionnaire was emailed to 60 psychology 
sixth form students of which 46 began to complete the questionnaire.
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2.4. Ethical Approval^
A favourable ethical opinion was given by the University of Surrey Faculty 
of Arts and Human Sciences Ethics Committee. All participants were asked 
to give informed consent and guardians of participants under 16 were 
asked to provide opt out consent if they did not want their child to 
participate. They were given two weeks from being given the study 
information to opt out. Participation was voluntary and confidentiality and 
anonymity was guaranteed. Participants were fully debriefed at the end of 
data collection. The students from the schools were given the opportunity 
to ask the researcher any questions following data collection and both the 
school students and sixthform students were given contact details if they 
had any further questions. All participants were given useful contact 
numbers in the unlikely event that they should find any of the questions 
distressing
2.5. Materials^
2.5.1. Information Sheets and Consent Forms
Information sheets were to sent to parents/guardians of participants who 
were under 16 and they were also given an opt out consent form. 
Participants were given an information sheet and consent form at the start 
of the administration. Following completion of the paper questionnaires 
students were given the debrief sheet. Participants who completed the 
online questionnaire were presented with the debrief page at the end of 
the questionnaire. If participants chose to exit the study before finishing 
the questionnaires they could click a link at the bottom of the page which 
led to a debrief page. This also explained that their results would not be 
used.
 ^See appendix 1 fo r evidence of ethical approval.
 ^See appendix 2 onwards for all materials used within this study.
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2.5.2. Demographics Page
The first part of the questionnaire pack was concerned with demographic 
questions about age, gender, ethnicity and history of exclusions from  
school.
2.5.3. Shame Scale for Adolescence (SSA, John et al., in prep)
Shame levels were assessed using the Shame Scale for Adolescence (SSA). 
The SSA provides a total shame score and scores on three factors of 
shame: negative evaluation of self; outward expression; and internalised 
affect. The first part of the SSA gives examples of experiences of shame. 
Participants are then asked to think about and write down their own 
experiences of when they have felt shame. They are then required to keep 
thinking about these when rating 19 items on a Likert scale of statements 
ranging from 0 (not at all) to 3 (a lot). Higher scores on the SSA 
demonstrate higher levels of shame. Initially the scale included 22 items, 
however, following a factor analysis of the SSA (John et al., in prep), three 
items were excluded from the scale. John et al., (in prep) demonstrated 
good reliability with a Cronbach alpha of .93. The SSA was also found to be 
correlated with other similar measures therefore demonstrating good 
convergent validity (John et. al., in prep).
2.5.4. Anger Expression Scale for Children (AESC, Steele, et al., 2009)
Trait anger and expressions of anger were assessed using the Anger 
Expression Scale for Children (AESC). The AESC is a 26-item self report 
measure designed to examine anger expression in children aged 7-17 years 
old. The scale assesses four aspects of anger: Trait Anger, Anger 
Expression, Anger Suppression and Anger Control. Respondents are asked 
to rate each item on a Likert scale from 1 (Almost never) to 4 (Almost 
always). Items are then summed to calculate individual subscale scores.
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The reliability and validity of the AESC was explored by Steele et al., (2009) 
using both healthy children and children with chronic illnesses. Internal 
consistencies were found to be good using Cronbach's alpha (Trait Anger= 
.84, Anger Expression= .69, Anger Suppression = .71 and Anger Control = 
.79). Test-retest reliability was found to be adequate with the trait anger 
scale showing the greatest stability over time. Convergent validity for the 
AESC was investigated and the measure was found to correlate positively 
with reports of aggression, anger and hostility when compared to other 
self-rated anger scales (Steele et al., 2009).
2.5.5. Rosenberg Self Esteem Scale (RSE, Rosenberg, 1965)
Self esteem was measured using the Rosenberg Self Esteem Scale (RSE).
The RSE is a measure of global self esteem that was developed for the 
assessment of self esteem in adolescence. The scale consists of 10 items 
rated on a Likert scale from 0 (not at all) to 3 (nearly everyday).There are 
five negatively worded items which are reverse coded and the sum of all 
items creates an overall level of self esteem, with higher scores 
representing higher levels of self esteem. This scale has shown good 
reliability and validity with Cronbach's alphas of .77 and .89 (McCarthy & 
Hoge, 1982; Hagborg, 1993). Convergent validity has been investigated and 
the RSE was found to have high correlations with other measures of self 
esteem (Hagborg, 1993).
2.5.6. Patient Health Questionnaire for Adolescents (PHQ-A,
Johnson et al., 2002)
Depression was assessed by the Patient Health Questionnaire for 
Adolescents (PHQ-A). This scale is a brief measure assessing depressive 
symptoms in adolescence and was developed for use in primary care 
(Johnson et al., 2002). It contains nine items that are rated using a Likert 
scale from 0 (not at all) to 3 (nearly everyday). The sum of these items
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creates a total depression score and higher scores suggest higher levels of 
depression. Good reliability and validity of the scale has been 
demonstrated. Internal validity has been shown to be acceptable with 
reports of Cronbach alphas of .75 (Hoek, 2012). The PHQ-A has also been 
reported to have demonstrated good diagnostic validity in adolescence 
(Johnson et a i,  2002) as well as having good convergent validity. The PHQ- 
9, on which the PHQ-A is based, has also shown good validity and reliability 
(eg. Kroenke et a i, 2001).
2.5.7. Self Compassion Scale (Neff, 2003a)
Self Compassion was measured using the Self Compassion Scale (SCS).This 
measure is made up of 26 items rated using a Likert scale ranging from 1 
(almost never) to 5 (almost always). The 26 items make up six subscales: 
self kindness; common humanity; mindfulness; self judgement; isolation; 
and over-identification. Negative items are reverse coded and then all 26 
items are summed together to make a total self compassion score, with 
higher scores representing higher levels of self compassion. The SCS has 
also been shown to demonstrate good internal reliability with a Cronbach 
alphas of .78, .92 and .93 in adult samples (Neff, 2003a; Neff & Vonk,
2009; Neff & McGehee, 2010). Similar levels of reliability have been show 
in adolescents, with a Cronbach alpha of .90 (Neff & McGehee, 2010). The 
SCS has been found to have good construct validity, being significantly 
correlated with other scales that measure similar constructs (Neff, 2003a). 
In the present study the wording of the SCS was adapted slightly for young 
people, as suggested by Neff (personal communication, January 2011).
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2.6. Procedure
2.6.1. Data Collection
Information sheets for the participants under 16 were emailed to the 
schools and given to participants prior to data collection. On the day of 
data collection participants were given the information sheets again, as 
well as an instruction sheet and a consent form. Once participants had read 
the information and given their consent they were given the 
questionnaires to complete. If participants decided they no longer wanted 
to take part in the study they were able to do this discreetly, as puzzles 
were provided at the pack of the pack. Once completed the questionnaire 
packs were collected and separated from the consent forms to ensure 
anonymity. Debrief sheets were then given out and as the researcher was 
present participants were given the opportunity to ask any questions.
The sixthform students were emailed a link to an online version of the 
questionnaire by a teacher. The first page provided information on the 
study. Following this they were asked to give their consent by ticking a 
number of statements. If participants did not give their consent they were 
taken to another page thanking them for their time. Participants were 
given time in class to complete the questionnaires. If they decided they 
wanted more time to make a decision whether or not to take part they 
could do so and complete the questionnaire in their own time. Once 
participants finished the questionnaires they were taken to a debrief page.
The participating schools and sixth form were all offered a presentation in 
return for participation. The first school was given a presentation on 
mental health awareness in a class the week after data collection. The 
second school were given presentations on mental health/careers in 
psychology (depending on their interests) in the same lesson following data 
collection (on three separate occasions). The sixth form students were 
given a presentation on careers in psychology after the email link to the
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questionnaire had been sent to them. In all cases, all participants were 
invited for the presentation, regardless of their decision to consent or not.
2.6.2. Statistical Analysis
All analyses were conducted using the statistical programme SPSS, version 
19.0. In order to examine internal reliability, Cronbach alpha coefficients 
were computed for each of the scales used. A correlation matrix was 
computed to assess the relationships between the variables. This also 
allowed for initial screening of multicollinearity between the variables 
which can cause a problem for regression analysis. A number of simple 
linear regressions were computed to assess whether shame was a 
predictor of anger (trait, expression, suppression and control). A number of 
multiple regressions were then conducted, in order to assess the possibility 
of shame being a predictor of anger whilst controlling for depression and 
self esteem. A moderator multiple regression was the conducted to assess 
whether self compassion was a moderator in the relationship between 
shame and trait anger. Finally, a multiple regression analysis was 
conducted to assess whether self compassion predicts trait anger when 
controlling for self esteem.
175
CHAPTER THREE: RESULTS 
3.1. Results Overview
This section contains the results of the statistical analyses of the data. 
Firstly the sample demographics and response rates are described. This 
section then reports the distributions of the data followed by the reliability 
of the scales used. Thereafter, this section contains information about and 
the results of the statistical tests used to address each of the research 
hypotheses.
3.2. Participant Demographics and Response
The total sample size was 145 participants: females 96 (66.2%) and males 
49 (33.8%). Participants were aged between 14 and 17 years with a mean 
age of 14.89 (Median 15, SD 1.07). The majority (82.4%) of the sample was 
of a White British ethnicity.
A total of 114 school students completed the questionnaires. Six were 
excluded from the study because they had responses missing from a 
number of the questionnaires. The remaining 108 questionnaires were 
completed fully.
A total of 46 sixth form students began to complete the online version of 
the questionnaires. Three students were excluded because they were over 
the age of 17. Of the remaining participants who opened the 
questionnaire, 6 were excluded because they dropped out before giving 
their consent or within the first questionnaire. In total 37 students from 
the sixth form completed the questionnaires and were included in the 
study.
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3.3. Distribution
Histograms were used to assess the distribution of variables. All variables 
except for anger expression were deemed to be normally distributed as the 
histograms did not represent skewed distributions or signs of Kurtosis.
With the case of anger expression, the data appeared to be slightly 
positively skewed. However, according to Clark-Carter (1997) only one 
variable in a correlation pair needs to be normally distributed in order for 
parametric tests to be used. Therefore, Pearson's r analysis could be used 
to assess the correlations between the variables.
For the regression analyses, histograms and p-plots of residuals were 
calculated, all of which demonstrated normal distribution of residuals.
3.4. Reiiabiiity
In order to examine the internal consistency reliability, Cronbach alpha 
coefficients were computed, for each of the scales used (see table 1). 
Traditionally, an acceptable value of Cronbach's alpha for a questionnaire 
was thought to lie between .7 .8 (Field, 2005a). However, it has been 
argued that lower values (i.e. below 7) are acceptable for questionnaires 
measuring psychological constructs (Field, 2005: Loewenthal, 2001). All the 
scales were found to have acceptable alpha levels (>.76) apart from anger 
suppression (.69). However, this was very close to .7 and so would 
represent an acceptable level. In addition, Cortina (1993) states that 
Cronbach alphas may increase as the number of items in a measure 
increases, therefore scales with fewer items may have lower alphas due to 
the number of items, not because it reflects lesser reliability. In light of this, 
the reliability for the anger suppression scale was assumed to be 
acceptable.
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Table 1: Cronbach Alphas and descriptive statistics for all scales and subscales used w ithin  
the  study.
Scale Number a M SD
of items
SSA 19 .9 4 2 6 .6 0 1 3 .6 9
AESC
T ra it a n g e r 1 0 .8 9 2 2 .9 2 6 .9 2
A n g e r expression 6 .8 2 1 1 .5 9 4 .0 8
A n g er suppression 4 .6 9 1 0 .0 8 2 .7 3
A n g e r c o n tro l 6 .8 0 1 5 .2 0 3 .7 8
SCS 2 6 .8 6 7 1 .1 2 1 5 .9 7
PHQ 9 .8 9 9 .3 0 6 .4 1
RSE 10 .9 0 1 7 .0 6 5 .9 5
M =M ean, SD=Standard Deviation, a=Cronbach Alpha
SSA-Shame scale for Adolescence, AESC-Anger Expression Scale for Children, SCS-Self 
compassion scale, PHQ-Patient Health Questionnaire, RSE-Rosenberg selfesteem  scale. 
N.B. N=145 for all scales
Table 1 shows the descriptive statistics for all of the variables measured. 
This study utilised only the total SCS and SSA scores. The descriptive 
statistics show that the average score for depression within this sample 
was 9.30. Scores between 5 and 9 are said to represent mild depressive 
symptoms (Johnson et oL, 2002). Therefore the mean depression score 
within this study fell just above the mild level. Moderate self compassion 
scores are said to lie between 65 and 91 (Neff, 2003a). The average self 
compassion score was 71.12, therefore within this range. Classification for 
the others measures are yet to be developed.
3.5. Correlations
Pearson's r was used to calculate correlations between the variables 
studied and to assess hypothesis one: Shame will be associated with all 
measures of anger. The correlations between all the variables are shown in 
table 2.
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As expected, shame, as measured by the total from the SSA, was 
significantly correlated with trait anger (r=.63,p<0.01) anger expression 
(r=.50,p<0.01), anger suppression (r=.22, p<0.01) and anger control (r=-.33, 
p<0.01). Shame was also significantly correlated with self compassion, as 
measured by the SCS (r=.65, p<0.01).
Self compassion and self esteem were found to be highly positively 
correlated (r=.70). Self compassion was also significantly negatively 
correlated with both trait anger (r=-.69) and depression scores (r=-.61).
None of the correlations between the variables exceeded .9. Therefore, 
suggesting that there was no perfect muilticollinearity in the data that 
would potentially cause a problem for further analysis using regression 
(Field, 2005).
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3.6. The Relationship between Shame and Anger
Simple linear regression analyses were used to assess hypothesis two: 
Shame will be a significant predictor of all measures of anger. Hierarchical 
multiple regressions were then computed to assess whether shame 
remained a predictor of the different measures of anger when controlling 
for self esteem and depression. Using this method allowed for assessment 
of the ability of shame to predict unique variance in measures of anger that 
are not accountable by other variables, namely depression and self esteem.
All assumptions for running regressions were met within the data. As 
already noted, histograms and normal probability plots suggested normal 
distribution of residuals. Scatterplots of regression standardised residuals 
against regression standardised predicted values were evenly dispersed 
around zero, therefore, suggesting that the assumptions of linearity and 
homoscedasticity were met. For all the regressions computed 
multicollinearity was assessed and it was concluded that it was not a 
problem for this data set. This was done by considering the VIF and 
tolerance scores from the regression outputs. Myers (1990) suggests that a 
VIF of 10 or more would give cause for concern with regards to 
mulicollinearity. In addition, tolerance scores of .01 would indicate a 
serious problem (Field, 2005). Other authors suggest that a tolerance of .2 
could indicate a problem (Menard, 1995). With regards to this, data all of 
the VIF scores were well below 10 and all tolerances were above .02. 
Therefore supporting the suggestion from the correlation analysis that 
multicollinearity was not a concern for this data. With regards to the 
assumption of independent errors, the Durbin-Watson test statistic was 
above one and below three for all regressions, therefore meeting this 
assumption (Field, 2005).
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3.6.1. Shame and Trait Anger
A simple regression analysis showed that shame, as measured by the SSA, 
significantly predicted trait anger, F ( 1 ,143)=95.73, p<0.001, R2=.40. This 
indicated that shame accounts for 40% of the variance in trait anger scores.
Table3: Simple linear regression analysis predicting tra it anger from  shame.
B SEB Beta R2 Adjusted R2
Regression .4 0 .4 0
C o nstan t 1 4 .4 1 .98
SSA .3 2 .03 .63***
***s ig n ifican t at level 0 .001
A multiple hierarchical regression was then conducted in order assess 
whether shame was a significant predictor of trait anger when controlling 
for depression and self esteem, as measure by the PHQ-A and Rosenberg 
Scales respectively.
When depression and self esteem scores were entered into a regression, 
the model significantly predicted trait anger F (2,142)=64.29, p<0.001. Both 
depression (beta=.48) and self esteem (beta =-.27) were significant 
predictors of trait anger. When shame was added, the model was 
significant F (3,141)=48.91, p<0.001. The R2 increased from .48 to .51 
suggesting that shame accounts for an additional 3% of the variance that is 
not accounted for by depression and self esteem scores. Both depression 
(beta .40) and shame (beta.30) were significant predictors of trait anger. 
However, when shame scores were added into the model self esteem 
scores were no longer a significant predictor of trait anger (beta=0.10, 
P=.28)
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Table 4: Hierarchical multiple regression analysis predicting trait anger from depression,
selfesteem and shame.
V a r ia b le B S E B B eta R2 A d ju s te d  R2
S tep  1 .4 8 .4 7
P H Q .52 .0 9 . 4 8 * * *
R o senberg -.3 2 .0 9 - .2 7 * *
c o n s ta n t 2 3 .5 2 2 .2 4
S tep  2 .5 1 .5 0
P H Q .4 3 .0 9 . 4 0 * * *
R o senberg - .1 2 .1 1 - .1 0
SSA T o ta l .15 .0 5 .3 0 * *
C o n s tan t 1 6 .9 6 3 .0 1
* *  significant at level 0.01, * **sign ificant at level 0 .001
3.6.2. Shame and Anger Expression
A simple regression analysis showed that shame significantly predicted 
anger expression, F (l, 143)=47.90, p<0.001, R2=.25. Therefore, indicating 
that shame accounts for 25% of the variance in anger expression scores.
Table 5: Simple linear regression analysis predicting anger expression from  shame
B S E B B e ta R2 A d ju s te d  R2
Regression .2 5 .2 5
C o n s tan t 7 .9 2 .6 4
SSA .1 5 .0 2 .5 0 * *
* *  Significant at level 0.01
A multiple hierarchical regression was conducted in order to control for 
depression and self esteem when assessing shame as a predictor of anger 
expression. Model 1, which included depression and selfesteem scores 
significantly predicted anger expression F(2,142)=25.51, p<0.001. However, 
only depression (Beta=.40) was a significant predictor of anger expression. 
When shame was added, the model remained a significant predictor F
(3,141)=20.52, p<0.001. The R2 increased from .26 to .30 suggesting that 
shame accounts for an additional 4% of the variance that is not accounted 
for by depression and self esteem. Both depression scores (beta= .31) and 
shame scores (beta =.32) were significant predictors of anger expression.
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Table 6: Hierarchical multiple regression analysis predicting anger expression from
depression, selfesteem and shame.
V a r ia b le B S E S b eta R2 A d ju s te d  R2
S tep  1 .2 6 .2 5
P H Q .25 .0 6 . 4 0 * * *
R osenberg - .1 1 .0 7 - .1 6
con s ta n t 1 1 .0 8 1 .5 6
S tep  2 .3 0 .2 9
P H Q .2 0 .0 6 .3 1 * *
R osenberg - .0 2 .0 8 .0 2
SSA T o ta l .1 0 .03 .3 2 * *
C o ns tan t 6 .9 6 2 .1 1
* *  significant at level 0 .01  ***s ig n ifican t at level 0 .001  
3.6.3. Shame and Anger Suppression
A simple regression analysis showed that shame significantly predicted 
anger suppression, F (l, 143)=7.29, p<0.01, R2=.05 Therefore, indicating 
that Shame accounts for 5% of the variance in anger suppression scores.
Table?: Simple linear regression analysis predicting anger suppression from  shame.
B S E B B eta R2 A d ju s te d  R2
R egression .05 .0 4
C o nstan t 8 .9 2 .4 9
SSA .0 4 .0 2 .2 2 * *
^^significant at level 0.01
A multiple hierarchical regression was conducted in order to control for 
depression and self esteem when assessing shame and a predictor of anger 
suppression. Model 1, which included depression and self esteem scores 
significantly predicted anger suppression F(2,142)=6.09, p<0.01. However, 
only depression (beta=.28) scores were a significant predictor of anger 
suppression. When shame was added, the model remained significant F
(3,141)=4.22, p<0.01. Depression scores (beta= .25) were the only 
significant predictor of anger suppression. So when controlling for 
depression and self esteem scores shame was not found to be a significant 
predictor for anger suppression (beta=.09, p=.48).
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Table 8: Hierarchical multiple regression analysis predicting anger suppression from
depression, self esteem and shame.
V a r ia b le B S E B b e ta R2 A d ju s te d  R2
S tep  1 .0 8 .0 7
P H Q .1 2 .0 5 .2 8 * *
R o senberg - .0 0 .0 5 -.0 0 5
c on s ta n t 9 .0 2 1 .1 7
S te p  2 .0 8 .0 6
P H Q .1 1 .0 5 .2 5 *
R osenberg - .0 2 .0 6 .0 5
SSA T o ta l .0 2 .03 .0 9
C o n stan t 8 .2 2 1 .6 2
* *  significant at level 0 .01  ***s ig n ifican t at level 0.001  
3.6.4. Shame and Anger Control
A simple regression analysis showed that shame significantly predicted 
anger control, F (l, 143)=18.02, p<0.001, R2=.11. Therefore, indicating that 
shame accounts for 11% of the variance in anger control scores.
Table 9: Simple linear regression analysis predicting anger control from  shame.
B S E B B eta R2 A d ju s te d  R2
Regression .1 1 .1 1
C o n stan t 1 7 .6 6 .6 5
SSA -.0 9 .0 2 - .3 3 * *
**Significant at level 0 .01.
A multiple hierarchical regression was conducted in order to control for 
depression and self esteem when assessing shame as a predictor of anger 
control. Model 1, which included depression and selfesteem scores 
significantly predicted anger control F(2,142)=18.01, p<0.001. Only self 
esteem (beta=.32) was a significant predictor of anger control. When 
shame was added, the model remained a significant predictor of anger 
control F(3,141)=11.98, p<0.001. In this model only self esteem (beta= .35) 
was a significant predictor of anger control. So when controlling for 
depression and self esteem scores shame was not a significant predictor 
for anger control (beta=.04, p=.72).
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Table 10: Hierarchical multiple regression analysis summary predicting anger control from
V a r ia b le B S E B R2 A d ju s te d  R2
S tep  1 .2 0 .1 9
P H Q -.1 0 .0 6 - .1 7
R osenberg .2 0 .0 6 . 3 2 * * *
con s ta n t 1 2 .6 5 1 .5 1
S tep  2 .2 0 .1 9
P H Q -.1 1 .0 6 - .1 8
R osenberg .2 2 .0 8 .3 5 * *
SSA T o ta l .0 1 .03 .0 4
C o nstan t 1 2 .1 3 2 .1 0
* *  Significant at level 0.01, * * *  Significant at level 0.001.
3.7. Self Compassion as a Moderator
In order to test hypothesis three, which predicted that self compassion 
would significantly moderate the relationship between shame and trait 
anger, moderator multiple regression was conducted. This type of 
moderation analysis is recommended for variables that are not categorical 
(Hayes, 2005).
In order to conduct a moderation analysis, a variable consisting of the 
interaction between shame and self compassion was computed. In order to 
conclude that a variable is a moderator, the interaction variable needs to 
be a significant predictor of the outcome variable when put in a regression 
model with the predictor variable and the moderator variable (Hayes, 
2005).
When shame was put in a regression model it significantly predicted trait 
anger (R2= .40, F(l, 143)=95.73,, beta=.63, p<0.001). When self 
compassion was added to the model it also significantly predicted trait 
anger (R2=.54, F(2,142)=81.58, beta=-.48, p<0.001). When the interaction 
between shame and self compassion was entered into the model, it did not 
significantly predict trait anger (R2= .54, F(3,141) =54.603, beta=.17.
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p=.36). Therefore self compassion was not found to be a significant 
moderator of the relationship between shame and trait anger.
A post-hoc G*Power analysis (Erdfelder et o/., 1996; Paul et al., 2007), for a 
regression with 3 predictors, was conducted to confirm whether the 
sample size was large enough to find an effect in the moderation analysis. 
This specified that 145participants were sufficient to find a medium effect 
(0.15) at the 0.05 significance level with 98% power. This therefore 
concluded that self compassion was not a significant moderator of the 
relationship between shame and trait anger.
3.8. Self Compassion versus Self Esteem
In order to test hypothesis four, which predicted that self compassion 
would significantly predict trait anger when controlling for self esteem, a 
hierarchical regression model was conducted.
When self esteem scores were entered into a regression model it 
significantly predicted trait anger F(l,143)=74.68, p<0.001. When self 
compassion was added, the model remained significant F(2,142)69.23, 
p<0.001. With the inclusion of self compassion the R2 increased from .34 
to .49 suggesting that self compassion accounts for an additional 15% of 
the variance that is not accounted for by self esteem. Both self compassion 
and self esteem scores were significant predictors of trait anger.
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Table 11: Hierarchical multiple regression analysis predicting trait anger from self esteem
V a r ia b le B S E B R2 A d ju s te d  R2
S tep  1 .3 4 .3 4
R osenberg - .6 8 .0 8 - . 5 9 * * *
c o n s tan t 3 4 .5 5 1 .4 2
S tep  2 .4 9 .4 9
R osenberg -.2 3 .1 0 - .2 0 *
S elf com p. .2 4 .0 4 . 5 5 * * *
C o ns tan t 4 3 .7 6 1 .8 9
*significant at level 0 .05, * *  significant at level 0 .01, ***s ign ifican t at level 0 .001
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CHAPTER FOUR: DISCUSSION
4.1. Discussion Overview
This section will look at the results of the study in relation to the 
hypotheses. The relationship between shame and anger will be considered 
and explored. The concept of self compassion as a moderator will be 
discussed and then compared to self esteem. Implications for practice will 
be presented, as well as limitations of this piece research and suggestions 
for future research. This chapter will finish with an overall concluding 
summary of the results of this study.
4.2. Hypotheses
Hypotheses one was supported as shame was significantly correlated with 
all measures of anger. Hypothesis two was supported in that shame was a 
significant predictor of all measures of anger. However, when controlling 
for depression and self esteem shame was only a significant predictor of 
trait anger and anger expression. Hypothesis three was not supported as 
self compassion was not found to be a significant moderator of the 
relationship between shame and trait anger. Hypothesis four was 
supported as self compassion was found to be a significant predictor of 
trait anger when controlling for self esteem.
4.3. Shame and Anger
Analyses revealed that shame was significantly correlated with all 
measures of anger with the highest correlations being with trait anger and 
anger expression. However, in a multiple regression analysis including 
depression and self esteem shame was only a significant predictor of trait 
anger and anger expression. These results appear to suggest that
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adolescence that experience shame are more likely to experience higher 
levels of trait anger and anger that is expressed outwardly.
This section will consider the support of the relationship between shame 
and trait anger with regards to previous research and theory. It will then go 
on to make sense of previous discrepancies in the literature with regard 
different expression of anger, in light of the current findings. The finding 
that shame was positively correlated with trait anger has been found 
within past research with adult (Tangney et al., 1992; Ferguson et al., 2000; 
Hejenberg & Andrews, 2011) and adolescent samples (Tangney, Wagner et 
al., 1996). These results can be understood by theories that attempt to 
understand the shame- anger relationship (H.Lewis, 19971; Gilbert 1997). 
For example H. Lewis' (1971) 'humiliated fury' theory states that the acute 
pain of shame leads to anger and Gilbert's (1997) theory suggests that 
when an individual is faced with threats, defence emotions such as anger 
are triggered which can move an individual up the social hierarchy by 
demonstrating power. It is important to note that this study provides 
information about shame proneness and anger levels in young people, but 
not anger levels following a shame inducing experience or visa versa. 
Therefore, it could be possible to suggest that anger predicts shame, and 
perhaps it is anger that leads to the experience of shame. However, 
research has found that anger and direct or indirect aggression were not 
often cited as causes of personal shame (Tangney, 1992; Tangney et al., 
1994). In addition, experimental research by Thomaes etal., (2011) found 
that shame inducing experiences lead to an increase in anger levels in 
young participants. Therefore, although not directly tested within this 
study, the results fit alongside theory and experimental research that put 
forward that shame leads to increases in anger.
As noted, inconsistencies in the literature have concerned the different 
ways in which anger may be expressed in shame prone individuals. The
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current study found that shame was a significant predictor of all measures 
of anger (trait, expression, suppression and control) however, when 
controlling for other variables shame was only a significant predictor of 
trait anger and expression. The discrepancy here, with regard the 
relationship between shame and anger expression versus anger 
suppression, is an interesting one and should be considered alongside 
previous research. Research by Lutwalk et al., (2001) found shame to be 
associated with 'anger in' only. Interestingly the correlation within their 
study between shame and anger held in was the same as within this 
research (r=.22). However, the present research provides a departure from  
the work of Lutwalk et al., f2001) due to the stronger association found 
between shame and anger expression (r=.50). Importantly, the work of 
Lutwalk et al., (2001) did not control for other variables. The results of this 
study suggest that the correlation found in previous studies between 
shame and anger in may actually be accounted for by other variables, 
namely levels of depression.
The finding of the relationship between shame and outward expressions of 
anger appears to be seated within the theoretical literature. Theories 
regarding shame and anger suggest that shame may actually by-passed to 
another expressed emotion, that being, an irrational rage type of anger 
(Scheff, 1987). Therefore, it makes intuitive sense that shame is more likely 
to predict anger which is articulated in an externalised manner rather than 
anger which is contained within the individual. In addition to this theory, 
Thomeas et als., (2011) experimental study concluded that shame induced 
anger was an expressed emotion observable to others and not a 
ruminative type of anger that is bottled up.
Notably, this study found that depression was the only significant predictor 
of anger suppression within the model tested therefore suggesting that 
depression is a better predictor of anger suppression than is shame. Within
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depression there are a number of cognitive processes operating including 
rumination and negative evaluation of the self. Depressive rumination may 
be defined as a repetitive form of thinking, where an individual repeatedly, 
and in an abstract evaluative way, wonders about the self, and about the 
possible causes, meaning and implications of negative affect (Nolen- 
Hoeksema etal., 2008). Intuitively, it makes sense that if individuals have a 
significant tendency to ruminate they may be more likely to have higher 
levels of anger suppression, as the focus is on the inner world.
It is also important to note that this research demonstrates a relationship 
between the variables as predictor variables and not that one causes the 
other. An alternative explanation may be that anger suppression predicts 
depression. Both empirical research (eg. Cheung & Park, 2010) and 
theories (eg. Freud, 1959) have suggested that anger held in, may indeed 
lead to depression. This could then give another explanation for the 
relationship found between depression and anger suppression within this 
study. However, it is not possible to test these suggestions from the 
current research. Importantly, this research shows that despite depression 
being a better predictor of anger suppression than shame, depression, as 
measure by the PHQ, still only accounted for a small amount of the 
variance seen in anger suppression, leaving the question open as to what 
other factors may account for variance in levels in anger suppression.
The other expression of anger assessed within this study was the variable 
of anger control. Shame was found to be significantly related to anger 
control. This contrasts with previous research (Lutwalk., et al., 2001; 
Jakupuk, 2005) that did not find an association between shame and anger 
control. Intuitively and theoretically it makes sense that individuals who 
experience shame are less likely to manage and control their anger given 
that shame is argued to lead to a rage like form of anger expression 
(Scheff, 1987). Shame, however, was not found to be a significant predictor
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of anger control when including other variables in a regression model. In 
fact, self esteem was the only significant predictor within this model. The 
finding that self esteem was positively related with anger control is 
supported by previous research that concluded similar findings (eg. Arslan, 
2009). Again, causal relationships cannot be deduced from the present 
research and speculatively, it is feasible to suggest that the relationship 
could be evident because individuals who manage their anger well, judge 
themselves positively, which in turn leads to an increase in self esteem.
To finish this section, it is important to point out that the discrepancies 
between the current research and past studies may also be due to the 
measures used. Importantly, most past research has utilised the TOSCA as 
a measure of shame. The TOSCA involves individuals responding to 
hypothetical shame situations and so, it may or may not be asking 
respondents about shaming experience that are relevant to them. The SSA 
used within this research, as a measure of shame, asks participants to think 
of shameful experiences and hold these in mind when answering the items 
on the scale, and so it aims to assess shame that has relevance to the 
respondent. In light of this, the researcher highlights the greater 
importance of further studies of the shame-anger relationship utilising 
measures similar to those used within this study. Overall though, this 
research clearly demonstrates, in line with previous theory, a relationship 
between shame and trait anger and shame and anger expression that is not 
accounted for by other variables. Therefore, suggesting that the adolescent 
shame prone individual is likely to have high levels of anger and express 
this outwardly.
4.4. Self Compassion as a Moderator
The next objective of the study was to assess whether self compassion was 
a moderator in the relationship between shame and anger. Contrary to the
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researcher's prediction, the analyses did not reveal self compassion to be a 
significant moderator between shame and anger. The researcher had 
expected that individuals who were more prone to shame would exhibit 
higher levels of trait anger when self compassion was low. Given the 
protective nature of self compassion described within the literature (eg. 
Neff, 2003a) it was thought that self compassion could serve to protect 
against the pain of shame in some people and therefore reduce the 
likelihood of anger. However, this study did not provide any support for 
this within an adolescent sample.
One hypothesis for this finding may actually be that individuals who are 
prone to shame are very likely to lack self compassion. Correlational 
analysis revealed a significant negatively correlated relationship between 
shame and self compassion, suggesting that high shame proneness and self 
compassion tend not to co-occur. In line with this finding, Gilbert and Irons 
(2005) have noted that individuals who are highly prone to shame may 
tend to lack compassionate abilities. Theoretically, if someone experiences 
shame, which involves a negative evaluation of self, they are unlikely to be 
accepting and non judgemental of themselves. Further, Neff (2003) states 
that self compassion does not involve any evaluation of the self and so, one 
is likely to lack self compassion if they have a tendency to make negative 
evaluations of the self, as associated with shame
This research is not made redundant by the fact that self compassion was 
not found to be a moderator. The findings of this study still provide a useful 
way of understanding the shame- anger relationship and the potential 
protective role of self compassion. The researcher will now turn to 
conceptualisations of self compassion and theories on shame and anger to 
understand the potential protective role of self compassion.
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Gilbert (2005) conceptualises self compassion as the ability to show oneself 
a sense of warmth, self soothing and reassurance. He states that these 
abilities can defend against and deactivate threat and create and sense of 
safeness (Gilbert 1989, Gilbert & Irons 2005). In light of this, the researcher 
had initially thought that individuals who were higher in self compassion 
would be better placed to self soothe and manage the pain associated 
shame, and therefore, anger would be less likely. The current study, 
however, demonstrated that individuals who are highly prone to shame, 
appear to lack self compassion and have higher levels of anger. Therefore, 
a reasonable proposal could be made that shame prone individuals are 
likely to experience anger because they don't have the self compassionate 
abilities to defend against the painful experience of shame. Admittedly, 
this is speculative and cannot be deduced from the current research alone. 
One limitation of the current study is that it assesses variables at the 
dispositional level and not the situational one. Future studies should look 
to more experimental methods that assess whether the impact of a 
shaming experience affects anger differently in individuals with high self 
compassion compared to those with low self compassion.
To finish this section, the researcher considers the association between 
shame and self compassion with regards to models of self compassion, put 
together specifically for working with individuals who are highly prone to 
shame. Gilbert and Irons (2005, 2009) suggest that it is possible to raise 
levels of self compassion in individuals who are prone to shame and they 
developed a treatment called Compassionate Mind Training (GMT) to do 
so. In a pilot of GMT, Gilbert and Proctor (1996) found that increasing self 
compassion had a positive effect on a number of variables including shame 
and aggression. Therefore, suggesting that self compassionate abilities can 
serve a protective role for the shame prone individual. Further studies 
should look to assess whether increases in self compassion do indeed have 
an impact on anger in the shame prone individual.
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4.5. Self Compassion versus Self Esteem
The final aim of this study was to investigate whether self compassion 
predicts trait anger when controlling for self esteem. The analyses revealed 
that self compassion was more strongly negatively correlated with trait 
anger than was self esteem and that self compassion predicted unique 
variance in trait anger beyond selfesteem. This therefore appears to 
suggest that self compassion predicts benefits, such as lower levels of 
anger for adolescents that are not accounted for by self esteem. Potentially 
then, adolescents could benefit from interventions aimed at raising levels 
of self compassion.
The finding that self compassion predicted unique variance in trait anger 
when controlling for selfesteem, supports previous research (eg Neff, 
2003b) that suggests that self compassion and self esteem, although 
related, are in fact different entities. This finding is also in line with 
previous findings by Neff and Vonk (2009) who found that self compassion 
was a significant predictor of anger when controlling for self esteem in 
adults. This study therefore extends their findings to the adolescent 
population.
The results of the present study suggest that both self esteem and self 
compassion are associated with lower levels of anger. However, this 
association was stronger for the relationship between self compassion and 
self esteem. One way of understanding why self compassion may be more 
closely linked to lower levels of negative affect, namely anger, is to look to 
the work of Gilbert and Irons (2005) who draw on social mentality theory 
(Gilbert, 1989). They propose that self compassion deactivates the threat 
system and activates the self soothing system, it is related to lower 
negative affect because it makes someone feel safe and secure. In contrast, 
self esteem is thought to represent an evaluation of superiority or 
inferiority that helps to establish social rank and stability. So, one feels high
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self esteem because it helps them to feel superior and confident. In line 
with this it has been suggested that individuals with high selfesteem may 
become angry if something or someone threatens their ego or sense of 
superiority (Baumeister et al., 1996; Twenge & Campbell, 2003). Therefore, 
the desire to maintain high self esteem can sometimes be associated with 
defensive anger. This is not the case for self compassionate people, as they 
are said to embrace their weakness as well as their strengths (Neff & Vonk, 
2009). An individual may still have compassion for themselves when 
feelings of inadequacy arise, due to its link to a sense of calm and security 
(Gilbert & Irons, 2005).
This study only assesses the variable of anger, however, other studies have 
demonstrated that self compassion predicts unique variance not accounted 
for by self esteem on a number of variables including anxiety, depression 
and rumination (Neff & Vonk, 2009). In their study, they also found that 
self compassion was associated with more non contingent and stable 
feelings of self worth than was self esteem. This is because self compassion 
is based on acceptance not evaluations which could be put at threat at any 
time. The current study does not seek to dispute the benefits of self 
esteem as these have been widely documented. However, the present 
study along with previous studies suggests that self compassion, the ability 
to be kind to oneself, is just as important as merely judging oneself 
positively. This may be particularly true for the adolescent population 
where the job of identity formation can bring about feelings of isolation, 
social competitiveness and self evaluative anxiety (Neff & Mcgehee, 2008), 
which could serve as threats to one's self esteem. In such instances, self 
compassion could serve to protect the self even if self esteem is reduced.
This study does not test whether increases in self compassion directly 
effects an individual's level of anger and such assumptions cannot be made 
from the methodology used. In addition, previous studies indicating the
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benefits of self compassion have relied on similar cross sectional 
methodology. Therefore, future studies are needed to assess whether 
increases in self compassion can in fact reduce anger and other negative 
affect.
4.6. Clinical implications
The results of this research contribute to the current literature and have 
some important clinical implications. This study supports previous findings 
that shame is related to anger and this may be due to the painful 
experience of the emotion. This suggests then that shame should not be 
ignored within psychological services or in education organisations. 
Clinically though, there is a lack of literature in regard to working with 
shame in adolescents and it has been suggested that few clinicians actually 
consult with the literature when conducting therapy (Gilbert, 2010; Tracey 
& Bobbin, 2007).There may also be potential for shame to be frequently 
overlooked in both clinical and educational settings, perhaps because 
people have difficulties verbalising their shame experiences (Lewis, 1971; 
Lindsey-Hartz, 1984; Tangney,1993), or because it may in fact be 
experienced as another emotion. However, this research suggests that 
therapists, counsellors, teachers or clients and students themselves should 
take note of shame. Perhaps the impact of shame needs to be explored 
further within training programmes for psychologists or other mental 
health workers. In addition, other professionals such as teachers should 
also receive guidance on how the address the issues. However, it is 
important to bear in mind that this was a community based sample and 
shaming experiences may be far more complex or painful for those 
accessing mental health services.
The present study also provides support for the importance of individuals 
developing self compassion and learning to appreciate the importance of 
self compassion over and above self esteem. The use of interventions to
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increase self compassion needs to be considered when developing 
treatm ent packages for clients within mental health services or within 
school based interventions. Firstly, although self compassion was not 
revealed to be a moderator between shame and anger, it was found to be 
significantly associated with shame. Therefore suggesting that adolescents 
who are prone to shame are likely to lack self compassionate abilities. 
Interventions aimed at raising self compassion, such as CMT, should be 
considered among individuals who have a tendency to frequently 
experience shame. Further investigations are needed to assess whether 
raising self compassion can actually have a positive effect on levels of 
anger.
Secondly, schools often talk of the importance of raising self esteem but 
such interventions have been found to often be ineffective (Baumeister et 
o/., 2003). The current study extends previous research and suggests self 
compassion is a more helpful way of holding oneself in positive regard. 
Furthermore, Neff (2004) state states that raising self compassion may in 
fact be easier than raising self esteem as it does not involve developing an 
unrealistic view of oneself. Perhaps interventions within schools could 
utilise methods for increasing self compassion and teachers should be 
educated and made aware of the importance and benefits of developing 
compassion for oneself.
Finally perhaps both the SCS and SSA could be used as outcome measures 
when conducting psychological therapies given that the constructs they 
measure have been found to be associated with negative affect.
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4.7. Limitations of the Study
4.7.1. Measurement Issues
One potential criticism of this study was the employment of self report 
measures. Although self report measures are commonly used within 
psychological research, it may be said that they are open to response 
distortions such as central tendency responding and social desirability 
bias. With regards to central tendency responding it is important to 
note that the current study is no more likely to have been effected by 
this than any other study using similar measures.
The validity and reliability of a study also hinges on the psychometric 
properties used within the research. The SSA is a newly developed scale 
with no published research of its validity and reliability. However, 
preliminary research has been conducted suggesting good levels of validity 
and reliability (John et ol./m prep). In addition, one of the strengths of this 
scale was its idiographic nature. The SSA asks respondents to provide 
examples of personal times they have felt ashamed. Pelham and Swann 
(1989) have commented that this is a more useful method than measures 
where participants respond to pre-determined examples that may not 
even have personal relevance to them.
The AESC (Steele et al., 2009) is also a relatively newly developed scale and 
so there are only a few studies exploring its reliability and validity. 
However, the studies that have been carried out do suggest both good 
validity and internal reliability amongst the subscales. One final limitation 
with regards to measures in this study is that neither the SSA or the AESC 
have been used in previous research considering the relationship between 
shame and anger. Therefore it is it difficult to compare the results with 
previous studies.
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4.7.2. Sample and Design
The use of a cross-sectional survey design carries a number of 
methodological limitations. One limitation is that this design only 
provides a snapshot at one point in time and therefore it is not known 
whether the results would be held over time. In addition, as noted 
throughout the discussion this design limits the degree to which causal 
relationships can be inferred. However, the interpretation of the 
analysis of the relationship between shame and anger was grounded in 
psychological theory and therefore provides a compelling case for 
interpreting the results in such a way. However, despite this there is a 
need for further longitudinal and experimental studies.
A study may also be judged by the sample that it employed as well as the 
measures that it used. The sample represents adolescents drawn from  
three specific areas of the South of the United Kingdom and so it cannot be 
assumed that the results of the study are representative of the general 
adolescent population in the UK. The sample also lacked diversity with 
regards ethnicity as it was made up of mainly white British participants. 
This therefore also makes it less likely that that the sample may be 
representative of adolescents living within the UK.
4.8, Future Research
Some suggestions for future research that builds on the present study have 
been suggested throughout this section, particularly with relation to 
understanding the causal relationship between the variables studied. This 
study could be benefit from being extended in a number of other ways as 
well. One possibility would be the utilisation of a larger sample size. This 
could make the sample more generalisable to the adolescent population as 
it would be likely to be made up of a more diverse sample.
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This study highlights the importance of considering other variables when 
trying to understand the relationship between shame and anger. Future 
research should also continue look to assess the relationship between 
shame and anger when controlling for any other variables that may 
account for the relationship. Further research is also needed to uncover 
whether any other factors may play a moderating role in the relationship 
between shame and anger.
Research is needed in clinical samples as it is not possible to presume that 
these findings would generalise to such samples. For example, research 
could be conducted with samples of individuals who are likely to have high 
levels of shame, such as eating disorder populations (Skarderud, 2007) and 
offenders (Farmer & Andrews, 2009). Understanding the role of self 
compassion for such samples could provide invaluable information for 
psychological interventions.
Experimental studies are also needed to help elucidate the potential 
moderating role of self compassion and assess whether it can play a 
protective role in the relationship between shame and anger. Further 
explorations for the relationship between self compassion and anger in 
adolescents could also provide guidance for developing interventions for 
adolescence with high levels of anger.
Self compassion still remains understudied and further research is needed 
to continue to develop an understanding of its benefits to mental health. 
The current study only utilised the total score from SCS. Future studies 
could look to use the different subscales assessed within the measure in 
order to further understand the relationships seen within this study.
Given the potential protective nature of self compassion suggested by this 
research future studies are needed to test the effectiveness of
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interventions aimed at increasing self compassion in young people, since 
most studies have used older samples. Randomised control trials of the 
use of self compassion interventions would be extremely valuable within 
the research literature in order to inform clinical practice.
4.9. Conclusions
Empirical literature considering the relationship between shame and 
anger was inconsistent. Furthermore, the empirical research considering 
the relationship between shame and anger in young people was extremely 
limited . This research added to the current literature surrounding shame 
and anger by taking account for third factors. This study found that, 
although shame was associated with trait anger and all measures of 
expression of anger, when controlling for other variables, shame was only 
a significant predictor of trait anger and anger expression. This research 
therefore adds to previous research by suggesting that adolescent shame 
prone individuals have high levels of trait anger and are more likely to 
express this anger than suppress it.
Self compassion is a fairly new concept within the Western world and thus 
has a small but growing body a research that suggests it is protective 
against mental health difficulties. This project aimed to assess whether self 
compassion was a moderator in the relationship between shame and 
anger. The analyses did not reveal self compassion to be a significant 
moderator. However, the correlation seen between shame and self 
compassion was discussed and viewed alongside developments of 
interventions aimed at increasing self compassion in shame prone 
individuals. Future research is needed to uncover whether self compassion 
can play a protective role in the relationship between shame and anger
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The final aim of this project was to assess the predictive ability of self 
compassion on trait anger when controlling for self esteem. The results 
suggest that self compassion predicts unique variance in trait anger that is 
not accounted for by self esteem. One understanding of this was that self 
esteem involves an evaluation of the self and threats to ego or superiority 
may result in defensive anger within the high self esteem individual 
(Baumeister et al., 1996). This is not likely to be the case for the self 
compassionate individual as this is associated with a sense of calming and 
security (Gilbert, 2005). This suggests that developing self compassion in 
adolescence may be just as important as developing self esteem.
This study has practical implications suggesting the use of interventions, 
aimed at increasing self compassion, may be beneficial for decreasing 
negative affect. However, more intervention studies are needed to assess 
whether self compassion can actually reduce negative affect and increase 
wellbeing. Finally there are limitations to the study, in particular the 
method that was used, as it was not possible to neither deduce cause 
effect relationships between variables nor suggest that the findings of this 
study will hold over time.
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Name of Student:
Title of Project:
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Date of re-submisston:
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anger and what impact does self-compassion 
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APPENDIX 2; Email Advertisement
UNIVERSITY OF
SURREY
D e a r H ead ,
M y  n a m e  is H e id i Ling and  I am  a t ra in e e  clin ical psychologist a t  th e  U n ive rs ity  o f  
S u rrey . As p a rt o f  m y  tra in in g , I am  u n d e rta k in g  s o m e  research  in to  e m o tio n s  in 
y o u n g  p eo p le . In o rd e r  to  c o m p le te  th is  p ro je c t I re q u ire  a large  n u m b e r  o f  you ng  
p e o p le  aged  b e tw e e n  14  and  17  to  c o m p le te  s o m e q u e s tio n n a ire s  a b o u t d ifficu lt  
e m o tio n s . I h o p e  th a t  by d o ing  th is  research  I w ill g a th e r in fo rm a tio n  a b o u t th e  
re la tio n sh ip s  b e tw e e n  d if fe re n t  e m o tio n s  such as s h a m e  and  a n g e r and  w h a t  
fac to rs  im p a c t th e s e  e m o tio n s . This m a y  th e n  have  v a lu a b le  im p lic a tio n s  fo r  th e  
psychological th e ra p ie s  th a t  a re  a v a ila b le  fo r  yo u n g  p eo p le .
This research  has b ee n  g iven  a fa v o u ra b le  e th ic a l o p in io n  by th e  F acu lty  o f  Arts  
and  H u m a n  Sciences Ethics C o m m itte e  a t th e  U n ive rs ity  o f  S urrey .
I am  w r it in g  to  o ffe r  y o u r  e s ta b lis h m e n t a p re s e n ta tio n  on  w e llb e in g  and  m e n ta l  
h ea lth  a w a re n e s s  o r in fo rm a tio n  on careers  in psychology, in re tu rn  fo r  y o u r  
s tu d en ts  p artic ip a tio n  in m y research . This w o u ld  invo lve  fillin g  o u t s o m e  s im p le  
q u e s tio n n a ire s  w h ic h  w o u ld  ta k e  a b o u t 2 0  m in u te s  (a p p ro x im a te ly ). I a n tic ip a te  
th a t  I cou ld  spen d  th e  re m a in d e r o f  th e  lesson p erio d  g iv ing  a p re s e n ta tio n .
I am  h op in g  to  re c ru it p artic ip a n ts  in th e  a u tu m n  te r m  b e fo re  C hris tm as. I am  
a w a re  th a t  you  m a y  be v e ry  busy and  it m a y  be d iff ic u lt to  m a k e  changes to  
t im e ta b le s . I have  an o n lin e  vers ion  o f  m y  s tu d y  fo r  p a rtic ip a n ts  to  c o m p le te  a t 
th e ir  le isure  if th is  p roves m o re  c o n v e n ie n t.
If th is  is s o m e th in g  y o u r  e s ta b lis h m e n t w o u ld  be in te re s te d  in, I w o u ld  v a lu e  
h earin g  fro m  y o u , so th a t  I can p ro v id e  you  w ith  m o re  in fo rm a tio n . You can  
c o n tac t m e  a t h .lin g g P s u rre v .a c .u k .
I look  fo rw a rd  to  h ea rin g  fro m  you  and  th a n k  you  fo r  ta k in g  th e  t im e  to  read  th is .
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APPENDIX 3: Parent Information Sheet
A study measuring emotions in adolescence
D e a r P a re n t,
Y o u r child  is be in g  asked  to  ta k e  p a rt in a research  s tu d y  based a t th e ir  school. 
T h e y  a re  also b e in g  o ffe re d  a ta lk  a b o u t psychology and  w e ll being. This le t te r  is 
to  exp la in  th e  research . P lease ta k e  t im e  to  read  th e  fo llo w in g  in fo rm a tio n  
c a re fu lly  and  discuss it w ith  o th e rs  if you  w ish . If  you  do n o t  w a n t  y o u r child  to
ta k e  p a rt, p lease  re tu rn  th is  fo rm  to  y o u r ch ild 's  te a c h e r  b y ................... P lease fe e l
fre e  to  c o n ta c t m e  o r m y  s u p erv iso r if you  w o u ld  like m o re  in fo rm a tio n
Who am I?
M y  n am e  is H e id i and  I am  a tra in e e  C linical Psychologist s tu d yin g  a t th e  
U n ive rs ity  o f  S urrey . As p a rt  o f  m y  3 y e a r  tra in in g  I a m  re q u ire d  to  ca rry  o u t a 
piece  o f  research .
What is the study about?
T he  a im  o f th is  s tu d y  is to  in ves tig a te  y o u n g  p eo p les  e xp erien ces  o f  d iffe re n t  
e m o tio n s  such as a n g e r and  sh a m e . E veryo ne  fee ls  s h a m e  b u t th e re  is a lim ite d  
a m o u n t o f  research  in th is  a re a , espec ia lly  w ith  reg ard  to  yo u n g  p e o p le . This  
research  w ill h e lp  us to  u n d ers ta n d  m o re  a b o u t young  p eo p le 's  e x p e rie n c e  o f  
s h a m e , and  lo o k  a t th e  re la tio n s h ip  b e tw e e n  sh a m e , a n g e r and  w e ll being.
Why am I researching this?
This s tu d y  w ill h e lp  m e  to  look  a t d if fe re n t  fee lin gs  and  e m o tio n s  in yo u n g  p eo p le  
and  see if th e re  a re  d iffe re n c e s  b e tw e e n  girls and  boys o f  d if fe re n t  ages. This  
research  m a y  also h e lp  pro fess ionals  w o rk in g  w ith  you ng  p e o p le  w h o  m ay  be  
having  d ifficu lties .
What will vour child be asked to do?
If  you  a g re e  to  y o u r  child  tak in g  p a rt, th e y  w ill be asked to  fill in 5 q u e s tio n n a ire s , 
w h ic h  m a y  ta k e  up to  a ro u n d  2 0  m in u te s . This is like ly  to  ta k e  p lace d urin g  a 
P S H E /c itizen sh ip  class. D uring  th is  class I w ill also be o ffe rin g  a p re s e n ta tio n  and  
discussion session on  w e ll being  a n d /o r  fu r th e r  e d u c a tio n  in psychology. T h e  
re s e a rc h e r w ill be in th e  ro o m  if any  assistance is n e e d e d  and  it is e x p e c te d  th a t  
class te a c h e rs  w ill also be ava ila b le  durin g  a n d /o r  a f te r  th e  s tudy. In th e  un like ly  
e v e n t th a t  y o u r  child  a p p ears  p artic u la rly  w o rr ie d  o r anxious o v e r th e  course o f  
th e  s tu d y  th e  re s e a rc h e r w o u ld  discuss th is  w ith  h is /h e r  te a c h e r.
Does vour child have to take part?
It is up  to  you  and  y o u r child  to  d ec id e  w h e th e r  o r n o t th e y  ta k e  p a rt in th is  
research . If  you  a re  n o t h ap py  fo r  y o u r child  to  ta k e  p a rt, p lease c o m p le te  and  
re tu rn  th e  a tta c h e d  fo rm  to  y o u r child 's  te a c h e r. If  you a re  h ap py  fo r  y o u r child  to  
ta k e  p a rt th e y  w ill be g iven  th e  s tu d y  in fo rm a tio n . If th e y  are  th e n  h ap p y  to  ta k e  
p a rt th e y  w ill sign a co n s e n t fo rm  to  ind ic a te  th a t  th e y  w o u ld  like to  ta k e  p a rt  and  
th a t  th e y  have  u n d ers to o d  th e  ins tru ctio ns . If  y o u r child  dec ides to  w ith d ra w  
h a lfw a y  th ro u g h  th is  is o k  an d  th e y  can p u t a line th ro u g h  th e  w o rk  th e y  have  
d o n e  and  th e ir  in fo rm a tio n  w ill n o t be used.
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What happens after?
All c h ild ren  w ill be d e b rie fe d  a fte r  c o m p le tin g  th e  q u e s tio n n a ire s , te llin g  th e m  
a b o u t th e  research . Class te a c h e rs  w ill be a v a ila b le  to  m a k e  sure  y o u r  child  is ok  
sho u ld  th e re  be any  concerns.
What will happen to the results?
All th e  in fo rm a tio n  I co llec t a b o u t y o u r  child  w ill be k e p t s tric tly  c o n fid e n tia l. 
C o m p le te d  q u e s tio n n a ire s  w ill be assigned an in d iv id u a l id e n tif ic a tio n  n u m b e r. 
O n ly  m y s e lf and  m y  s u p erv iso r w ill see th e  answ ers  th a t  y o u r  child  g ives, b u t 
becau se  th e y  w ill be an o n y m o u s  I w ill n o t be a b le  to  tra c e  th e m  back to  y o u r  
child . This m ean s  th a t  I w ill n o t be a b le  to  g ive in d iv id u a l fe e d b a c k  a b o u t th e ir  
answ ers . This also m ean s  th a t  o n ce  th e  q u e s tio n n a ire s  h ave  b een  c o lle c ted  th e ir  
in fo rm a tio n  w ill n o t be a b le  to  b e  w ith d ra w n  fro m  th e  s tu d y. H o w e v e r , you  o r  
y o u r child  can w ith d r a w  up  to  th is  p o in t. Y o u r ch ild 's  age and  sex w ill be  
re q u e s te d  on th e  q u e s tio n n a ire  to  h e lp  us to  e x a m in e  possible  age and  g e n d e r  
d iffe re n c e s .
T h e  resu lts  w ill be w r it te n  up  in to  a re p o r t  as p a r t  o f  m y  tra in in g  and  I w ill p ro v id e  
fe e d b a c k  o f  th e  resu lts  to  th e  school. E ven tu a lly  I h o p e  to  w r ite  up  th e  research  
and  publish  it as p a rt o f  m y  C linical D o c to ra te  cou rse . I m a y  in th e  fu tu re  also  
p re s e n t m y resu lts  a t m ee tin g s . Y o u r child  w ill n o t be id e n tif ia b le  in an y  o f  th e s e  
resu lts  o r  p re s e n ta tio n s .
Contact for Further Information
If  you  have  any  q u es tio n s  you  can c o n tac t m e  by e m a il o r a t th e  address b e lo w  o r  
a lte rn a tiv e ly  le a ve  a m essage w ith  th e  school and  I w ill resp on d  w h e n  I am  ab le  
to .
Heidi Ling Ms Mary John (Supervisor)
University of Surrey University of Surrey
Guildfor Guildford
GU2 7XH g U2 7XH
H .L in g @ S u rre v .a c .u k  m.iohn(5).surrev.ac.uk
Thank you for taking the time to read this 
REMEMBER, IF YOU DO WANT YOUR CHILD TO TAKE PART, PLEASE 
COMPLETE AND RETURN THE ATTACHED FORM
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APPENDIX 4: Parent Opt-Out Consent Form
UNIVERSITY OF
OPT-OUT CONSENT FORM 
Person with parental responsibility 
A study measuring emotions in adolescence
Please tick box
I have read the information sheet for the above study and I do 
not want my child to take part in the study.
Name of child:_________________________  Age/class:
Name of parent/carer:__________________  Date:
Signature:
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APPENDIX 5: Participant Information Sheet
Heidi Ling, Trainee Clinical Psychologist 
h.rmq@surrev.ac.uk
A study of emotions in young people
My name is Heidi Ling and I am training to be a clinical psychologist. I 
would like to invite you to take part in my research study. Before you 
decide, here is some information to let you know what you will be asked to 
do. Please take the time to read this information sheet.
This research has been given a favourable ethical opinion by the Faculty of 
Arts and Human Sciences Ethics Committee at the University of Surrey.
What are the aims of the study?
• The aim of the research project is to investigate young people’s 
experiences of emotions such as shame and the relationship 
between shame and other emotions such as anger.
What does taking part involve?
• I am asking young people to fill in some questionnaires. These 
questionnaires look at the different emotions that young people may 
have. I need a large number of people to fill in these questionnaires 
in order to conduct my study.
• You do not have to take part in this study. If you do not want to, then 
do not complete the questionnaires. There are some puzzles or free 
space at the back of the pack which you can complete.
• If you would like to take part, please complete the consent form and 
then answer all the questions in all the questionnaires. Your name 
will not be on the questionnaire pack and the consent form will be 
separated from the questionnaire packs so no one will know which 
answers you gave. If you decide halfway through that you wish to 
withdraw then this is okay. Simply, stop filling in the questionnaires 
and put a line through any answers you have done so far.
What will happen after taking part in the study?
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I am hoping to publish this research in a journal. This may then help 
professionals working with young people who may be having 
difficulties. However, no one will know that you took part in the 
research and your name and college will not be on any information 
that is published or available to other people.
Only, I will see the answers that you give, but because they are 
anonymous I will not be able to trace them back to you as a 
participant. This also means that I will not be able to give individual 
feedback about your answers. It also means that when you have 
handed your questionnaire pack in, you will not be able to withdraw 
from the study.
Some of the questionnaires ask about feelings such as depression, 
anger and low self esteem. Because of this some young people 
may find it upsetting to answer some of these questions. Think 
about how you would feel answering such questions before you 
decide to participate.
If you decide to participate and you feel upset by some of the 
questions, you may wish to talk to someone, such as your form 
tutor. If you feel very upset you may contact your GP. Here are 
some other numbers you may wish to contact if you think you need 
to talk about your feelings.
The Samaritans: 08457 90 90 90
Childline: 0800 11 11
Youth2Youth Helpline: 020 8896 3675
Connexions: 080 800 13 2 19
If you have any questions about taking part in the study, please contact me 
at h.ling@surrey.ac.uk
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APPENDIX 6: Participant Consent form
CONSENT FORM 
A study of emotions and identity in young people
Please complete this form if you are happy to continue with the study.
Please tick box:
• 1 have read the information sheet about the above project and 1 
understand what 1 need to do.
• 1 understand that the no one will know which answers 1 give as 
my name will not be on the questionnaires. 1 understand that 
the project will not contain information that will reveal my name 
or the name of my college.
• 1 understand that the only people who will have access to the 
information collected during this study are Heidi Ling and her 
supervisors at the University of Surrey. 1 understand that the 
project might become a published piece of work; if this 
happens nobody will know the names of the people that took 
part in the study.
• 1 understand that 1 can change my mind about taking part even 
after 1 have started to fill out the questionnaires. 1 will not need 
to explain why 1 have changed my mind.
• 1 confirm that 1 have read and understood the above and agree 
to take part in this study.
Participant name: Researcher name:
Participant signature : 
Date:
Researcher signature:
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APPENDIX 7: Participant Instructions
A study of emotions in young people
PARTICIPANT INSTRUCTIONS
This pack contains 5 short questionnaires. Please 
read the instructions at the start of each questionnaire 
and answer ALL the questions and ALL of the 
questionnaires. Even if you are not sure of an answer, 
please try your best to pick one. There are no wrong 
or right answers. Please do not discuss your answers 
with others around you as we are interested in 
everyone’s own ideas.
If you want to participate please make sure you have 
completed the consent form before you begin the 
questionnaires. If you do not wish to participate, you 
do not have too: simply do not complete the 
questionnaires. If you initially decide to complete the 
questionnaires but then decide you do not want to 
participate, simply draw a line through the questions 
you have already completed.
If you complete the pack early or do not wish to 
complete it, there are some puzzles and space to draw 
at the back of the pack.
Thank you very much for taking part in this study.
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APPENDIX 8: Information for Online Questionnaire
Page 1 of 1
A study of emotions In young people SURREY
My name B Hek» Ung and t am training to be a dinlcal psychologist. I  would ‘
Ske to Infvte you to take part In my researtfj study. Before you decide, here Is
some information to let you know what you wih be asked to do. P lea^ taka the time to  read this
kformaBon.
This research has been given a favouraWe ethical opinion by the FacWty of Arts and Human Sciences 
fâhicï Committee at the University Surrey.
W hat are th e  aims o f the  study?
The aim of the research project is to investigate young people's experiences of emotions such as 
Ëiame and the relationship betvreen Aame and other emotions such as anger.
what dees takJng part tavehre?
I am asking young people to complete some quesfâonna&es. These quesbonnakes look at the different 
encrions that young people may have such as shame. I need a large number of people to fid In these 
questionnaires in order to conduct my study.
You do not have to take part in this study. I f  you decide to take part you vrtil not be asked to give 
your name so your answers will be anonymous. This means that no one w8l know that you took part 
and which answers you gave.
I f  you dedde half way through that you wish to withdraw men tha  is okay. Simply, dose the browser 
or cRck on the link at the bottom of the j»ge and your data vdll not be used.
W hat w ill happen a fte r te ldng part in  the  study?
I am hoping to pubtlsh this research In ajournai. This may then help fmatessionals working with young 
people who may be having d#cultles. However, no one wiil know mat you took part in the research 
and your name and college will not be on any Information that Is published or available to other 
people.
Only I wfll see the answers that you #ve, but because they are anonymous I  Wll not be able to trace 
them back to you as a parbclpant. This Wso means that I  wdl not be able to give you WhMduaf 
feedback about your answers. Abo, because o f this once you have completed the survey you wiS not 
be aWe to withdraw from the study.
Some of the ({uestkxmalres ask about feelngs such as depression, a i^e r and low self esteem. 
roBovdng your participation t  any of the quesbons- have upset you In any way, you may wish to talk 
to someone, such as your form tutor. I f  you feel very upset you may contact your fip . Here are some 
other numbers you may wish ife contact if you think you need to talk about your feeSngs.
The Samaritans: ÔÔ4S7 «190 90 
Chiidilne: 0800 1111 
YouthlYouth Helpline: 020 8896 3675 
Connmdon»: 080 800 13 219
I f  you would like to take part please corrtlnue to the next page for further uistructions.
I f  you have any questions about taking part in the study, please contact me at h.mng#surrey.ac.uk
O a c i i e c e .  I f  y o u  w a t s i  t o  w i t M r a w  f r o m  t h i s  s t u d y .
http:/Avww.Mis.sarre5r.ac.iik/survey/emotiQiis_in_yoimgjjeople/ 06/07/2012
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APPENDIX 9: Instructions fo r Online Questionnaire
Page I of 1
PARTICIPANT INSTRUCTIONS
This ortlns Survey involves oompktlng 6 short questionnaires. This shoukS lake between 15 and 20 
nsnutfig. Mease read the Instmctsms at the start o f each queaionmire and answer AU. the qoesdons 
m AIL the questlofKvaires. Even If you are not sure of #n answer, please try  your bea to pick one. 
Choose the answer that best descr&es you. There are no wrong or right answers. Mease work on your 
own.
I f  you do not wish to participate simply ctose your browser now or click the Rnk at the txrttom of this 
page. I f  you ttegtn to complete the questionnaires but then dedde you do not want to participate, 
again either dose the browser or dick the in k  at the bottom of the page.
<3Mt tier* (f you wast to  vrtfeifraw from that Mudy.
htîp://vkTVT»LMB.Stirrey.ac.tik/sim(^ /emotiomJttjï«iag_peo3>le/cgi-bin/dwweb.pl 06/07/2012
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APPENDIX 10: Consent Page for Online Questionnaire
Page 1 of 1
0% tOO%
Ptease tick the boxes below if  you are happy to continue with the study,
I have read the SnformaHon about the above projea and I understand what I need to do.
i  imderstand ti»at the no twe wf I know whidi answers I gtve as my name vAI not be on the 
queKionrtaires. I understand that the project wiK not contain Wwmatton that w8l reveal my 
name or the name of my college.
I understand that the ordy people who will have access to the Ir^matfon collected dsmng this 
study are HekSi Ung and her «4>ervls«rs at the University of Surrey. I understand that the 
project might become a published piece of work; If this happms, notwdy will know the names of 
the people that took part m the study.
I mtderstand mat î can change my nNnd about taking part even after I have started to fill out 
the questionnaires. I wW not need to explain why I have changed my mad.
! confirm that i  have read and understood the above and freely agree to take part in t»s study.
CKr* lierai If you wafVl to wtthiPw» nssn this study.
http.V^fww.&Ia.suiTgy.ac.pk/sigveY/emo{ion5 in yoonp peopIe/cgi-bin/dwviTb.pl?s... (W 07/2012
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APPENDIX 11: No Consent Page for Online Questionnaire
Page 1 of 1
Thank you for your Interest #  uNivFRMn or
Thank you ft>f ta to g  the time to read the information sheet about this sturty, I f  SURREY 
you have any questions please contact me at h.lmgasurTey.ac.uk.
Cht* ti««> tf you wm t to wMMrmi ttom  this stwly.
http://www.fahî.smiey.aiC.iik/san^ /emotHms in yotiag people/cgi-bip/ciwweb.pl?^ ... 06/07/2012
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APPENDIX 12: Debrief fo r Online Questionnaire
Page 1 of2
Research Debrief i  uNhwuTYof
W SURREY
Thank you for taking part In my study. Here Is a brief extBanatten of what I am 
reseaixhïng;
The questions you answered will give me a score on the following BUngs:
•  Yow level of shame: this means how bad you feel about yourseË when you do sometWng bad or 
dtsappoim yourself or someone else.
.  Vow expression of angers this means how often you fee# angry and vrtvat you do vAen you feel
,  Yow level of seft-con^ssson: this means hov/ kind you are to yourself.
I  want to use the answers that you and other young poopfe have given me to understand how shame 
might make a person feel angry. For example, *  you dfeappofet yourself and then feel bad abotft 
youroe* does this make you feel angry? I also want to know If seft-com^assîon affects this. For 
exam#e, If a you are kind to themsWves, does tWs affed: tmw tiad you feel about yourself and how 
angry you feel folkwing doing something ctsappomting?
I  am stud^ng this because It Is brpoftan* fee psycholo#sts to know If young people feel bad about 
themselves and whether this makes them feel angry. This w il help psychologic to understand how 
they can he%) young people, fw  example, by teaching them how to be kinder to themselves.
Again, if  you are distressed by answerli^ any of the questions in this study, please talk to your form 
tutor or college coumsetkif. i f  you are very upset by any of the Issues raised, you may wlsd» to contact 
your GP. Here are some other numbers you may wish to contact If you think you need to  talk to 
someone about your feelings:
The Samaritens
0S4S7 90 SO 90 
http://www.samarltans.org
{A 24-hour service providing confidential and non-Judgmental emotional support for people 
experiencing feelings of distress or despair).
chlidttne
0800 11 11
h ttp ;//www.cWldSne.oro
(A counselling service for children and young adults, which offers conftetentlal advtce for any problem 
of any nature).
YouthZYeuth H elpline
0 2 0  8 3 9 6  3 6 7 5
t a t D : / / w w w . v D u t h 2 v D u t h . c o . u k
<A helpine run by young people tor young people up to the age of 19. Émail them at any time, or call 
them on Mondays or Thursdays 6.3C^m to 9.30pm).
Connexions
080 800 13 219 (nmv part of Dlrectgov Young People) 
bttp://viww.dlrect,pov,uk/en/YoungPeopleftndex
(A service providing advice to young people on topics Including health and relationships, work and 
careers, money and housing, crime and justice, and teaming).
Thank you again for your participation, and É you have any quesOoms, please do not heahate to emah 
me at H.Hng»swrey.ac.uk
http:/Avww.fehs.sanrey.ac.iik/sTirvey^i'emotion5_m_youngj>eq>le/cgï-bîn/dwweb.pl?s... 06/07/2012
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APPENDIX 13: Debrief for Paper Questionnaires 
A study of emotions in voung people
Research Debrief
UNIVERSITY OF
SURREY
Thank you for taking part in my study. Here is a brief explanation of what I am 
researching:
The questions you answered will give me a score on the following things:
•  Your level of shame: this means how bad you feel about yourself when you do 
something bad or disappoint yourself or someone else.
•  Your expression of anger: this means how often you feel angry and what you do 
when you feel angry.
•  Your level of self-compassion: this means how kind you are to yourself.
I want to use the answers that you and other young people have given me to understand 
how shame might make a person feel angry. For example, if you disappoint yourself and 
then feel bad about yourself does this make you feel angry? I also want to know if self­
compassion affects this. For example, if a you are kind to themselves, does this affect how 
bad you feel about yourself and how angry you feel following doing something 
disappointing?
I am studying this because it is important for psychologists to know if young people feel 
bad about themselves and whether this makes them feel angry. This will help 
psychologists to understand how they can help young people, for example, by teaching 
them how to be kinder to themselves.
Again, if you are distressed by answering any of the questions in this study, please talk to 
your form tutor or college counsellor. If you are very upset by any of the issues raised, 
you may wish to contact your GP. Here are some other numbers you may wish to contact 
if you think you need to talk to someone about your feelings:
• The Samaritans: 08457 90 90 90 www.samarltans.org
(A 24-hour service providing confidential and non-judgmental emotional support for 
people experiencing feelings of distress or despair).
• Childllne: 08001111 www.chlldllne.org
(A counselling service for children and young adults, which offers confidential advice 
for any problem of any nature).
• Youth2Youth Helpline: 020 8896 3675
www.youth2youth.co.uk
(A helpline run by young people for young people up to the age of 19. Email them at 
any time, or call them on Mondays or Thursdays 6.30pm to 9.30pm).
• Connexions: 080 800 13 2 19 (now part of DIrectgov Young 
People)
www.dlrect.gov.uk/en/YoungPeople/lndex
(A service providing advice to young people on topics including health and 
relationships, work and careers, money and housing, crime and justice, and learning).
Thank you again for your participation, and if you have any questions, please do not 
hesitate to talk to me today, or to email me at H.ling@surrey.ac.uk
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APPENDIX 14: Demographics Page
Questions About you
1. Age:............years
2. Gender (please circle): Male /  Female
3. Ethnicity
White
White British □
White Irish □
White Scottish □
White Welsh □
White Other (please specify)
Mixed Heritage
White and Black Caribbean □ 
White and Black African □ 
White and Asian □
Mixed Other (please specify)
Asian or Asian British
Indian □
Pakistani □ 
Bangladeshi □
Asian Other (please 
specify)
Black or Black British
Caribbean □
African □
Black Other (please specify)
Chinese or other ethnic 
group
Chinese □
Any other (please specify)
4, Have you ever been suspended from school? (Please circle): Y /  N
If yes, how many times have you been suspended?...........................
Please could you also give the length of time for each suspension?
5. Have you ever been excluded from school? (Please circle): Y /  N 
If yes, how many times have you been Excluded?
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APPENDIX 15: Shame Scale for Adolescents
SHAME SCALE FOR ADOLESCENTS
It is common for young people to experience feelings of shame. However, people 
vary in the type of situation that makes them feel shame or ashamed. Shame can 
occur when you have done something or when someone else has done something 
to you.
Here are some examples of situations that might make young people feel shame:
• You are being bullied
•  You make a mistake in front of your whole class and everyone laughs
• You do badly in a test and you feel like you let yourself or your family down
• Your family can't afford to buy you all the newest gadgets or most fashionable 
clothes
• You are horrible about your best friend behind his/her back 
IMPORTANT
Can you think of some situations that have happened recently where you have 
felt shame? Please write down a few situations like the examples above:
1.
.Please go to next page.
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Now read each item below and circle the box next to how you would 
generally think and feel In situations like the ones you have written down.
EXAMPLE: Thinking back to times when you have felt shame you need to 
rate how much you thought “I am rubbish at everything”.
Not at all A little bit Quite a bit A lot
1 thought “1 am rubbish at 
everything”
1 2 3 ©
Com plete the statem ents below thinking back to the times you have 
felt shame.
When 1 felt shame...... Not at all A little bit Quite a bit A lot
1 thought "1 have let other 1 2 3 4
people down"
1 felt worthless and small 1 2 3 4
1 thought "Other people 1 2 3 4
must think 1 am no good"
1 thought "1 am a nasty 1 2 3 4
person"
1 wanted to shout and 
scream
1 2 3 4
1 felt angry at other people 1 2 3 4
1 wanted to seek revenge 1 2 3 4
1 thought "No one likes me" 1 2 3 4
1 felt disappointed 1 2 3 4
1 thought "Other people 1 2 3 4
must think 1 am stupid"
1 wanted to punch walls or 1 2 3 4
break things
1 felt sad 1 2 3 4
1 had a horrible feeling 1 2 3 4
inside
1 thought "1 am no good" 1 2 3 4
1 wanted to hurt myself 1 2 3 4
1 felt embarrassed 1 2 3 4
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1 thought "Other people 
must think 1 am nasty"
1 2 3 4
1 thought "1 am stupid" 1 2 3 4
1 wanted to hurt someone 
else
1 2 3 4
1 felt frustrated 1 2 3 4
1 wanted to destroy other 
people's belongings
1 2 3 4
1 thought "It is better if 1 was 
not around"
1 2 3 4
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APPENDIX 16: Self Compassion Scale
HOW I TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT 
TIMES
Please read each statement carefully before answering. To the left of each item 
(under "Your rating", indicate how often you behave In the stated manner, using 
the following scale;
SCALE:Almost Never Almost always
1--------------------- 2--------------------- 3--------------------- 4--------------------- 5
Your
rating: Statements:
1 Tm unkind to myself when 1 feel I'm not "good enough" .
2 When I'm feeling sad, angry, lonely, or afraid 1 tend to focus on 
and worry about everything that's wrong.
3 When things are going badly for me, 1 remember that 
difficulties are part of life, and that everyone goes through 
them.
4 When 1 think about things 1 don't do well, 1 feel separate and cut 
off from everybody else In the world.
5 1 try to be loving towards myself when I'm feeling sad, angry, 
lonely, or afraid.
6 When 1 fall at something Important to me 1 feel completely 
stupid.
7 When I'm sad, angry, lonely or afraid, 1 remind myself that lots 
of other people have these feelings too.
8 When times are really difficult, 1 am very hard on myself.
9 When something upsets me 1 try to notice my emotions and not 
get carried away by them.
10 When 1 feel not "good enough" In some way, 1 try to remind 
myself that other people sometimes feel this way too.
11 I'm unkind and Impatient towards the parts of my 
personallty/me l don't like.
12 When I'm having a really hard time, 1 give myself the caring and 
kindness 1 need.
13 When I'm feeling sad, angry, lonely, or afraid, 1 feel most other 
people are usually happier than 1 am.
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14 When something really upsetting happens, 1 try to take a 
balanced view of things.
15 1 try to see my failures as part of life.
16 When 1 see parts of myself that 1 don't like, 1 get down on 
myself/give myself a hard time.
17 When 1 fail at something important to me, 1 try to not make it a 
bigger deal than it is.
18 When I'm really struggling, 1 feel like other people usually have 
an easier time of it.
19 I'm kind to myself when things go wrong and I'm feeling bad.
20 When something upsets me 1 get carried away with my feelings 
and "lose it."
21 1 can be a bit mean to myself when I'm feeling bad or upset.
22 When I'm feeling sad, angry, lonely or afraid, 1 try to be curious 
about my feelings and not ignore them.
23 1 tell myself I'm still okay when 1 make a mistake or don't do well 
at something.
24 When something painful happens 1 make a big deal out of it.
25 When 1 fail at something that's important to me, 1 feel alone in 
my failure.
26 1 try to be understanding and patient towards the parts of my 
personality/me that 1 don't like.
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APPENDIX 17: Rosenberg Self Esteem Scale
SELF-ESTEEM SCALE
Below is a list of statements dealing with your general feelings about yourself. If 
you strongly agree tick the Strongly Agree box. If you agree with the statement, 
tick Agree. If you disagree, tick Disagree. If you strongly disagree, tick Strongly 
Disagree
Strongly
Agree
Agree Disagree Strongly
Disagree
1 feel that 1 am a person of 
worth, at least on an equal 
plane with others.
1 feel that 1 have a number 
of good qualities.
All in all, 1 am inclined to feel 
that 1 am a failure.
1 am able to do things as well 
as most other people.
1 feel 1 do not have much to 
be proud of.
1 take a positive attitude 
toward myself.
On the whole, 1 am satisfied 
with myself.
1 wish 1 could have more 
respect for myself.
1 certainly feel useless at 
times.
At times 1 think 1 am no 
good at all.
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APPENDIX 18: Anger Expression Scale for Children 
AESC
Everyone feels angry from time to time, but people differ in how they act when they 
are angry. Below are some statements that people might use to describe 
themselves and how they act when they feel angry. Read each statement and 
describe how often the statement applies to you when you feel angry. You should 
circle the number in the box that you think is true for you.
Almost
never
Some­
times
Often Almost
always
1 feel angry. 2 3 4
1 feel like yelling at someone. 2 3 4
1 get very impatient if 1 have to 
wait for something.
2 3 4
1 lose my temper easily. 2 3 4
1 feel like breaking things. 1 2 3 4
1 feel grouchy or irritable. 1 2 3 4
1 get in a bad mood when things 
don’t go my way.
1 2 3 4
1 have a bad temper. 1 2 3 4
1 get very angry if my parent or 
teacher criticises me.
1 2 3 4
1 get in a bad mood easily. 1 2 3 4
1 slam doors or stomp my feet. 1 2 3 4
1 keep it to myself. 1 2 3 4
1 control my temper. 1 2 3 4
1 let everybody know it. 1 2 3 4
1 try to be patient. 1 2 3 4
1 argue or fight back. 1 2 3 4
1 keep my cool. 1 2 3 4
1 hit things or people. 2 3 4
1 feel it inside, but 1 don’t show it. 1 2 3 4
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Almost
never
Some­
times
Often Almost
always
1 stay well behaved. 1 2 3 4
1 say mean or nasty things. 1 2 3 4
1 stay mad at people but 
keep it a secret.
1 2 3 4
1 try to stay calm and settle 
the problem.
1 2 3 4
1 have a temper tantrum. 1 2 3 4
1 hold my anger in. 1 2 3 4
1 try to control my anger 
feelings.
1 2 3 4
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APPENDIX 19: Patient Health Questionnaire-Adolescents
PATIENT HEALTH QUESTIONNAIRE FOR ADOLESCENTS 
Instructions:
How often have you been bothered by each of the following 
symptoms during the past two weeks? For each symptom put an “x” 
in the box beneath the answer that best describes how you have 
been feeling.
(0) 
Not at all
(1)
Several
days
(2)
More than 
half the 
days
(3)
Nearly
every
day
1. Feeling down, depressed, 
irritable, or hopeless?
2. Little interest or pleasure in 
doing things?
3. Trouble falling asleep, 
staying asleep, or sleeping 
too much?
4. Poor appetite, weight loss, 
or overeating?
5. Feeling tired, or having little 
energy?
6. Feeling bad about yourself 
-  or feeling that you are a 
failure, or that you have let 
yourself or your family 
down?
7. Trouble concentrating on 
things like school work, 
reading, or watching TV?
8. Moving or speaking so 
slowly that other people 
could have noticed?
Or the opposite -  being so 
fidgety or restless that you 
were moving around a lot 
more than usual?
9. Thoughts that you would be 
better off dead, or of hurting 
yourself in some way?
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In the past year have you felt depressed or sad most days, even if you 
felt okay sometimes?
□  Yes □  No
If you are experiencing any of the problems on this form, how difficult 
have these problems made it for you to do your work, take care of 
things at home or get along with other people?
□  Not difficult at all □  Somewhat difficult □  Very difficult 
□  Extremely difficult
Has there been a time in the past month when you have had serious 
thoughts about ending your life?
□  Yes □  No
Have you EVER, in your W HOLE LIFE, tried to kill yourself or made a
suicide attempt?
□  Yes □  No
If  you have had thoughts that you would be better off dead, or of hurting yourself In 
some way, please discuss this with your college counsellor or GP or, if  necessary, go 
to A&E, or call 999.
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